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Tue broadening of the field of aural surgery and the increasing 
frequency of intervention for intracranial conditions has greatly 
enhanced the importance to the otologist of the neurological side of 
this subject, and has made all convulsive and paretic phenomena 
matters of greater importance. Pathological research is only slowly 
aiding clinical study in distinguishing between the various affections 
in which aural and intracranial symptoms are simultaneously 
present. The epileptiform seizures ascribed to ear disease, especially 
to plugs of cerumen or other foreign bodies in the external auditory 
canal, are mentioned by all of the older writers, as Troeltsch, 
Toynbee, and Wilde; but have been less noted in the newer books. 
Many of those reported seem hysterical rather than epileptic; and 
in others, such as several of my own cases, the ear disease in an epi- 
leptic has not necessarily had any relation of cause or effect. One 
case I reported to this society in 1891, and another with rare attacks 
in which operation has as yet shown no unmistakable influence 
need not be here discussed; still less those conditions which have 
been purely incidental, as in the case which I reported,’ where 
bilateral hematoma of the lobule was caused in an epileptic by the 
peculiar reviving manceuvre of her father, who lifted her by the 
ears. One recent case has seemed, however, .very clearly otitic in 
origin and maintenance, and while insufficient time has yet elapsed 
to permit the operative interference to be properly accredited with 
a full cure, there is at least a promising outlook in that regard which 
seems to justify reporting it at this time. 

1 Read before the American Otological Society, Boston, May 10, 1905. 


2 Archives of Otology, vol. xxiii., March, 1894. 
VoL. 130, NO. 2.—AUGUST, 1905. 
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CasE.—A boy, aged eight years, of American parentage, and 
apparently in good health, received a drenching by a hose with a 
penetration of water into his left ear, in the early part of August, 
1904. Acute suppuration followed, and, as it slackened, epileptiform 
attacks, sometimes four or five in the day, began about September 
Ist. He had suffered “gatherings in the head” as a baby, but had 
been free from recognizable trouble ever since. He was brought by 
Dr. Dwight, of Smyrna, Delaware, to Dr. James Hendrie Lloyd, 
in Philadelphia, and by the latter admitted to the Methodist Hos- 
pital on September 13th. His pulse, temperature, and respiration 


- were about normal, the urine and bowels in good condition; but the 


leukocyte count was 18,000 on the 17th, 11,400 on the 19th, and 
8000 on the 20th and 21st. Other causation of his attacks not being 
evident, his ear condition, with moderate discharge of yellow, odor- 
less pus, led Dr. Lloyd to call me into consultation, and I examined 
him on the 21st, after he had been waiting about a week for my return 
to the city. The right ear was found free and fair. On the left the 
fundus of the canal was filled by a polyp-mass attached up and 
forward by a base too broad to admit of torsion. This was largely 
removed, but its attachment was fibrous and tough, and bare bone 
could be felt beyond it. Exploration, and probably exenteration, was 
arranged for the next day under ether. The eye-grounds were fair, 
yet with the nerve margins much veiled by retinal striation; but 
there was no swelling of the disk or notable tortuosity of the vessels. 

Precise notes as to his seizures were not at first secured. He had 
an attack of rigidity in his admission bath, lasting nearly two 
minutes; but slept fairly his first night in the hospital, with only 
some gritting of the teeth. Next morning there had been twitching 
of the right thigh and leg and of the left hand, but no other attack 
upon the 14th. On the afternoon of the 15th, he had suddenly 


-become rigid while sitting up in bed, sinking slowly down to a 


recumbent position by reason of straightening of the back, winking 
both eyes rapidly, especially the right, and seemed unconscious for 
about sixty seconds. He cried after it had passed, complained of a 
slight headache, and seemed to be much disturbed by his mother’s 
emotion. This was followed by a good night, with some leg-twitch- 
ing and gritting of the teeth. On the 16th there was a slighter attack 
in the afternoon, and he noticed some pain in the ear that night and 
the next morning, when he had another well-observed attack, in 
which the whole body and limbs stiffened suddenly, the left elbow 
flexing strongly, with the third and fourth fingers bent toward the 
palm, while the others remained nearly straight. Winking was 
marked as before, but the right eyelid moving two or three times as 
rapidly as the left. There was no pallor of the face, but he seemed 
unconscious during the sixty seconds of the attack; yet he went on 
playing undisturbed as soon as it was over. He told of a later attack 
this day not observed by the attendants. On the 18th there were 
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two attacks in the afternoon, in which he bent slowly backward, with 
both arms extended straight in front of him and the right index and 
middle fingers tightly flexed. The attack terminated with the 
usual relaxation and a sinking down in bed; so he was kept in bed 
for safety’s sake, and laughed and talked unmoved as soon as con- 
sciousness returned. There was a spell in the forenoon of the 19th, 
and two in the afternoon. On the following morning, while kneeling 
in bed, he had a seizure and fell on the floor without sustaining any 
injury. He had another attack while eating dinner, and a third a 
couple of hours later. On the 21st he had a seizure while standing 
up in bed, but grasped the foot-rail and did not fall. On the 22d he 
had an attack in the afternoon, and was operated on under ether at 
3 o’clock. Caries of the ossicles and of the adjacent wall of the 
tympanum was found in exploring through the enlarged opening of 
the Rivinian region; so tympanic exenteration was carried out and © 
the attic and antrum curetted smooth. The ossicles were markedly 
carious, and granulation tissue occupied the antrum; but, as there 
had been no evidence of mastoid involvement and the bone felt firm 
in that direction, the operation was limited to the tympanum. The 
tegmen seemed intact, without any baring of the overlying dura. 
Slight shock followed the operation, with a rectal temperature of 
97° and pulse 98, followed by a little rebound. The course of his 
case was uneventful, the temperature generally normal, although 
once reaching 99.4°; but the sutured posterior wound refused to heal 
securely by prime intention at its middle portion, and redundant 
granulations protruded at this point. On October 11th he was trans- 
ferred to the Home for Crippled Children, with conditions remaining 
much the same, and suffering one or more epileptiform attacks 
nearly every day. The dermatization of the open tympanic cavities 
proceeded fairly, but the mastoid wound remained open for a week 
more. He was seen in consultation by Dr. W. W. Keen, who con- 
curred in regarding the aural condition as the cause of his seizures, 
and advised expectancy until the completion of the healing after the 
exenteration. The protruding granulations were shaved away from 
the mastoid wound, and firm healing then ensued, and he was sent 
home the last of October with his ear almost dry and dermatization 
apparently completed. The physician at home, Dr. Dwight, 
reported continued discharge, with granulations on the back wall 
of the canal. The patient reported at my office on November 23d, 
showing exuberant granulations on the back wall of the canal, which 
were curetted away and seemed to be controlled; but when seen 
again on the 25th the suspected sinus was demonstrable at this point, 
and at a second consultation with Drs. Keen and Lloyd further 
operation was decided upon, with possible trephining in the motor 
region of the left side if insufficient finding in the mastoid region left 
the matter of cure in doubt. Complete exenteration of the mastoid 
was done December Ist, at the University Hospital, finding unhealthy 
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bone and granulations in the mastoid, but its inner depth apparently 
q everywhere sound. The lateral sinus was laid bare without finding 
granulations or pus in the sulcus, and the tegmen removed from the 

i attic.and antrum with like negative finding. 
' During the interval his attacks had been even more numerous 
than before, the minor tonic convulsions being reported as some- 
times twenty in a night, as well as repeated and severe in the day. 
At the University Hospital my Resident, Dr. Gray, kindly spent an 
entire night noting the frequency and symptoms of his seizures. 
These attacks usually took the early form of rigidity and curving 
of the back, with the arms stiffly outstretched in front, but later one 
or both arms were raised at times vertically above the head. The 
wound healed kindly, and he was transferred to the care of Dr. 
Dwight, in rs Ha on December 16th, with little cavity yet to fill 
up with granulations; and in another two weeks the healing was 
complete and sound, with dry ear, hearing not greatly reduced, and 
his mastoid region free from tenderness. When last seen on Feb- 
ruary 23d, all seemed in good condition, and his attacks had 
markedly decreased in frequency and severity. After that he had 
but two attacks at a fortnight interval, and had been a month 
without any occurrence whatever. The latest report from Dr. 
| Dwight (April 14th) is to the effect that “the boy seems entirely 
cured.” 


i 


Schwartze’s case of epilepsy relieved by mastoid trephining is 
almost the only instance closely paralleling the case here reported, 
and the completeness of the result must in his record be inferred 
rather than distinctly found. Most of the other cases bearing upon 
the subject have been much more fleeting in the onset and more easy 
of relief, through the cure of pus-retention, Eustachian stenosis, or 
the irritative presence of cerumen or foreign body in the canal. 

Some of these cases seem really hysterical; in others the ear condi- 
tion has been but an incident in an epileptic patient, and relief has 
been experienced as so often follows every intervention of whatever 
sort in such patients. Where this has been the result of a single 
inflation, the removal of a wax plug, or the incision or perforation of 
the drumhead with evacuation of pent-up secretion, it would seem 
a magnifying of the conditions to call the case one of otitic epilepsy, 
or to claim a cure from what has been followed by relief. It is 
different, however, where the presence of a polyp or of an irritative 
foreign body has been accompanied by epileptic convulsions for 
1 months or years, and relief has followed the abatement of the ear 
condition. 

| ‘Two such cases from polyp as well as pus are reported by Dalby; of 
| others, Mendoza’s case is more frequently quoted. A verbal report 
from Christian R. Holmes notes apparent cure by relief of Eustach- 
ian stenosis in two well-established < cases: one in a man of thirty 
years, just as others have reported the occurrence of epileptic seizures 
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at the time of penetrating a stricture of the tube. Urbantschitsch 
reports cases of what he terms cortical epilepsy, but relief by single . 
inflation marks the case as having been rather trivial, and Gradenigo 
well sums up in Schwartze’s Hand-book, when he says: “The com- 
plication of ear disease in epilepsy must yet be often looked upon as 
accidental; the treatment of the one modifying in no way the disease 
process of the other.” 


REPORT OF TWO FATAL CASES OF BRAIN ABSCESS.* 


By Epwarp Braprorp Denca, M.D., 
OF NEW YORK. 


Tue following cases of brain abscess, although ending fatally, 
seem to me to be of sufficient interest to be reported in full: 

I. G., aged fifty-two years, was admitted to the New York Eye 
and Ear Infirmary on February 6, 1905, with the following history: 
The patient had always been in good health; no specific history; 
used alcohol in moderation. A year ago he suffered from pain in 
the right ear, which disappeared in a few days. One month pre- 
vious to the patient’s admission to the hospital, he was taken with 
a severe earache. On the following day he consulted a physician, 
and was under treatment for two weeks, with some relief; there 
was a little discharge from the ear at this time. At the end of two 
weeks’ time the pain in the ear had ceased, but the patient began 
to complain of pain in the right frontal region, over-the right eye. 
The patient’s family reported-that for two weeks before his enter- 
ing the hospital he had been decidedly worse, that he had alternate 
attacks of restlessness and drowsiness, but, as a rule, was able to 
sleep at night. He had only complained of pain in the right frontal 
region. Some staggering gait had been noticed during this period. 
The physician who treated him said that, with the inception of 
the earache, there was considerable swelling over the right mastoid 
process, and firm pressure in this region elicited pain. This ten- 
derness and swelling had disappeared before the patient came 
under observation. On his admission to the hospital he seemed 
to be in much pain, was restless one minute and drowsy the next. 
The face had a marked septic appearance. The breath was foul 
and the tongue coated with a brownish coating. When left to 
himself, the patient seemed to drop off into sleep as though he 
were under the influence of some hypnotic, although the use of 
any hypnotic was denied. From this semiconscious condition the 
patient was easily aroused. On questioning liim he said that he 
felt perfectly well, and he complained of absolutely no pain; there 


1 Read before the American Otological Society, Boston, May 10, 1905. 
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was no mastoid tenderness at this time. The right external audi- 
tory canal was considerably narrowed throughout its entire extent. 
There was no marked bulging of the drum membrane, although 
the upper and posterior portion of the membrane could not be 
clearly seen on account of the narrowing of the canal. This nar- 
rowing was uniform, and was not confined to the fundus. 

A free myringotomy, with the extension of the incision on the 
upper and posterior wall, was performed immediately after admis- 
sion. A bacteriological examination of the discharge from the ear 
showed an unidentified bacillus in considerable numbers. General 
examination showed the reflexes to be about normal; power and 
sensation, on both sides, normal and equal; patellar reflex slightly 
exaggerated upon the right side. An examination of the eyes 
showed the fields of vision and optic disks to be normal. Physical 
examination of the thoracic and abdominal viscera revealed no 
departure from the normal standard. 

There was practically no discharge from the ear following the 
incision of the drum membrane. ‘The patient’s condition remained 
about the same for three days. On the fourth day after admission 
there seemed to be some slight mastoid tenderness, and, owing to 
the irregular temperature and a leukocytosis, shown on the day of 
admission to be 21,400, as well as the history of the case, I decided 
to perform an exploratory mastoid operation. Rather extensive 
destruction was found in the mastoid, some free pus being present, 
and the cells being filled with granulation tissue. The lateral 
sinus was exposed, but was found to be healthy. An examination 
of the pus from the mastoid wound showed a mixed infection of 
large and small staphylococci, occurring in pairs, and, in short, 
irregular chains. Previous to the mastoid operation the patient 
had been examined by Dr. M. Allen Starr, who found no evidences 
of intracranial involvement. The day after the operation the patient 
was more stupid, and there was some paralysis of the left upper 
extremity. The right arm was moved constantly, and the left arm 
was not moved at all. 

Owing to the fact that the patient was becoming steadily worse, 
I decided to do an exploratory craniotomy. The cranial cavity was 
opened an inch and a quarter above and an inch and a quarter 
behind the centre of the external auditory meatus, and an incision 
forward, downward, and inward, extending to a depth of about an 
inch and a half into the brain substance, evacuated about an ounce 
of pus. The abscess cavity was explored by means of the finger, 
and was then examined by means of the encephaloscope. The cavity 
was thoroughly dried through the encephaloscope by means of the 
cotton-tipped probes, and the entire abscess cavity packed with sterile 
gauze. 

On the day after the operation the patient was able to move his 
left arm, and seemed brighter that afternoon than he had been at 
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any time since his admission to the hospital. This improvement 
lasted for four days, when the patient became dull, and was aroused 
with difficulty. e abscess was dressed daily, the packing being 
renewed after the entire cavity had been cleansed thoroughly through 
the encephaloscope. From the fourth day until the ninth day 
after the operation the patient steadily became worse; he became 
more and more drowsy, the temperature gradually rose, and he died, 
on the tenth day after the operation, with symptoms of meningitis. 

The second case was that of a young man aged twenty-one years, 
who presented himself at the New York Eye and Ear Infirmary on 
December 5, 1904, with a history of having had a constant purulent 
discharge from the left ear during the past two years. 

On examination, a slight purulent Socios was found in the 
canal; the membrana tympani was very extensively destroyed; no 
granulation tissue was present. The radical operation was per- 
formed in the usual way. The antrum was very deeply located, 
and was also situated at a higher level than normal. Considerable 
softened bone was found in the epitympanic space, and owing to 
_the amount of destruction and to the rather free hemorrhage during 
the operation, cere & gum. was not deemed advisable. After 
the ordinary conchal flap was cut, the posterior wound was packed 
with iodoform gauze and allowed to remain open. A secondary 
skin grafting was done two weeks later, the granulations which 
had sprung up in the bony cavity being removed by means of the 
curette at the time of the grafting. Two large Thiersch grafts 
were applied to line the cavity, and the posterior wound was com- 
pletely closed by sutures. e temperature began to rise very 
soon after the grafting, and three days after the secondary opera- 
tion all pledgets were removed and the grafts taken away. In 
spite of this fact, however, the temperature four days after the 
secondary operation had reached 105.6°. At the dressing on the 
previous day the wound was found to be infected. ll stitches 
were, therefore, removed, and the wound irrigated freely with a 
nya of hydrogen solution. The temperature then fell gradually 

or five days, until it reached 99.2°, and the patient seemed to be 
doing very well. At the time of the high temperature the blood 
count showed 25,000 white cells, 6,000,000 red cells, 81.5 per cent. 
polynuclear cells. As the temperature fell, the leukocytosis promptly 
ee so that on December 27th, when the temperature had 
reac 99.2°, the leukocytosis had fallen to 13,000. The patient 
continued to improve, and three days later the leukocytosis had 
fallen to 11,000. The patient did well for about two weeks, when 
he gradually became dull, and the temperature began to rise slowly. 
He complained of considerable pain in the head and some pain in the 
back of the neck. An examination of the eye-grounds, on previous 
occasions, had been entirely negative. On January 11th, however, 
there was decided choking of the left optic disk and the patient 
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was somewhat aphasic, that is, he could not name, properly, articles 
which were exhibited to him. For this reason it was deemed wise 
to explore the temporosphenoidal lobe. A blood count at this 
time showed 16,500 white cells, 5,400,000 red cells; a differential 
count was not made at this time. An examination of the field 
of vision, at this time seemed to show that there was homony- 
mous hemianopsia, involving the temporal half of the right eye 
and the nasal half of the left. An exploratory craniotomy was 
therefore performed, and a large portion of the squamous bone 
removed. A dural flap was then reflected upward and several 
nega were made in the brain substance, with negative results. 

e dural flap was accordingly partially sutured over the exposed 
cerebral substance and the angles of the incisions in the soft parts 
were united by means of sutures; the incised brain tissue was dressed 
with iodoform gauze and separated from the radical operation 
cavity by iodoform gauze packing. ‘The bandage was then applied 
and the patient returned to bed. 

On the third day after the operation the wound was dressed and 


_ the sutures removed. About five days after the operation a small 


abscess formed under the anterior angle in the soft parts. This 
was evacuated, and the temperature, which had risen slightly, 
again fell to near the normal standard. About ten days after the 
exploratory operation, on examining the hernia cerebri, which was 
quite prominent, considerable pus was evacuated from the brain 
substance. ‘There seemed to be two pockets in the brain substance— 
one extending downward, forward, and inward, and the other 
extending inward and slightly backward. ‘These pockets were 
—_— with sterile gauze, and the patient continued to do very well. 
e gained strength, the temperature became normal, his aphasia 
became less marked, and he was able to be up and about the ward. 
The hernia cerebri never completely disappeared, although, as the 
result of firm pressure and repeated excisions, it became consider- 
ably reduced in size. A small hernia, however, of an area of about 
the size of a twenty-five-cent piece still remained. The margins of 
this were excised, and an application of nitrate of silver made to 
the cut margins. Firm strapping of adhesive plaster was also 
applied over the hernia, to reduce its size. 
rom the time of the operation upon the brain, on January 11th, 
until March 18th, the patient continued to improve. There were 
some slight temperature remissions, but, with one or two exceptions, 
occurring within the first week after operation, there was never a 
rise above 100°, except on February 4th, when, for some unex- 
— reason, the temperature suddenly rose to 104°. From 
ebruary 4th the patient continued steadily to improve. He gained 
strength, the aphasia almost entirely disappeared, and although 
his vision was not perfect it had improved considerably. He was 
able to be up and about the ward, and was anxious to leave the 
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hospital. All of these favorable symptoms continued until March 
18th, when he complained of severe pain in the head, had a chill, — 
and became comatose, the temperature rose to 105.8°, the neck 
became rigid, and he presented all the evidences of meningitis. 
The brain substance was again opened over the region of the hernia 
cerebri, and a considerable quantity of turbid fluid evacuated. This 
fluid evidently came from the lateral ventricle. Immediately after 
the evacuation of the fluid the temperature fell to normal, but very 
soon rose again, and the patient died on the seventh day after the 
invasion of the ventricle. 

These two cases present points of considerable interest. 

In the first case we have a history of an acute middle-ear inflam- 
mation, with the probable involvement of the mastoid at the time 
of the acute invasion, and with the apparent. subsidence of all 
mastoid symptoms for a period of two weeks. The patient then 
comes under observation, with ill-defined cerebral symptoms, but 
with no evidences either of severe middle-ear inflammation or of 
mastoid involvement. The operation upon the mastoid was only 
considered justifiable after the patient had been under observation 
four days, and was then performed as an exploratory measure, as 
there seemed to be no other reason for the patient’s temperature 
elevation and leukocytosis. Mastoid tenderness was either absent 
or only present to a very slight degree. The condition of the mas- 
toid at the time of operation and the increasing mental dulness 
were the indications upon which the operation was performed on 
the following day on the brain, and, as already detailed, this opera- 
‘ tion revealed a Sasi temporosphenoidal abscess. As the disease, 
in this case, was located upon the right side, all localizing symp- 
toms were wanting, until the paretic symptoms, referred to the 
opposite side of the body, made their appearance. 

Whether an earlier operation would have saved this  piasps 
is a question. Considering the fact that he was examined by a 
prominent neurologist only forty-eight hours before I decided to 
do an exploratory craniotomy, and that, as the result of this con- 
sultation, operation was advised against, it would seem that any 
earlier operative procedure would hardly have been considered 
justifiable. 

In the second case the high temperature immediately after the 
skin grafting led us to suspect at first a central pneumonia as the 
result of the ether anesthesia. Repeated examination of the chest, 
however, failed to reveal any signs of. consolidation, and, as will 
be seen by referring to the chart, the temperature gradually fell, 
until it became almost normal. The cerebral symptoms did 
not make their appearance until about three weeks after the 
secondary grafting of the middle-ear cavity. In this case the cere- 
bral symptoms were rather complex, and seemed to indicate a 
somewhat extensive involvement of the brain substance; that is, 

VOL. 130, No. 2.—AUGUST, 1905. 
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the patient was aphasic, or suffering from “word blindness,” 
which would naturally lead one to locate the lesion in the posterior 
portion of the temporosphenoidal lobe. In addition to this symp- 
tom, however, the appearance of homonymous hemianopsia 
seemed to show either involvement of the occipital lobe or of some 
of the commissural fibres. Owing to the wide separation of the 
two cortical areas involved, and presuming that the primary seat 
of the infection was the middle ear, it seemed wise to me to open 
the skull immediately above the external auditory meatus, rather 
than farther back over the occipital lobe. Naturally, in a case of 
this kind there may be multiple eer foci. Failing to find pus 
in the temporosphenoidal lobe, I did not feel justified in exposing 
the occipital lobe at this same operation, and the steady improve- 
ment of the patient after the exploratory craniotomy seemed to 
rather argue against any further exploratory operation. 

I feel that if in this case the opening into the cranial cavity had 
been made farther back, at the posterior extremity of the horizon- 
tal limb of the fissure of Sylvius, the operation might have been 
more successful. From the fact that pus was obtained from the 
brain substance a number of days after the operation, although 
none was obtained at the time of the operative procedure, it seems 
quite possible that the pus slowly worked its way along the lines 
of least resistance, and was evacuated spontaneously through the 
hernia cerebri. ‘That the drainage was insufficient is clearly shown 
by the subsequent fatal outcome of the case. 

If there is one thing which the otologist should remember more 
than another, in dealing with these cases, it is, I think, to attempt 
in every instance to open the cranial cavity as nearly over the site 
of the collection of pus as possible so that the abscess may drain 
through a minimum amount of healthy brain tissue. I think that 
too frequently we undertake an exploratory craniotomy without 
having clearly in our minds the exact locality which is involved in 
the purulent focus. In most of the operations I have performed 
upon the brain, as well as in those which I have seen performed by 
other otologists, the general rule of opening the cranial cavity just 
above the external auditory meatus has been followed, irrespective 
of the symptoms complained of by the patient. A closer study 
of the symptoms presented by each individual case, thus enabling 
us to locate the situation of the abscess in the brain substance, and 
a more exact knowledge of craniocerebral topography, so that 
we shall make our opening through the skull as nearly over the 
affected brain area as possible, will, I think, materially improve 
our statistics in operations for brain abscess. 

For the mapping out of the various fissures and convolutions of 
the brain, perhaps the lines suggested by Watson Chiene are the 
best. These lines are as follows: A line is drawn from the glabella 
over the top of the head to the external occipital protuberance, 
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and three points are taken on this line: the midpoint, the three- 
quarter point, and the seventh-eighths point. A second line is 
drawn from the external angular process of the frontal bone to the 
preauricular point, that is, the root of the zygoma. From the 
external angular process of the frontal bone a line is drawn to the 
three-quarter point of the original line and from the root of the 
zygoma a line is drawn to the seven-eighths point of the original 
line. The midpoint of the line between the external angular 
process of the frontal bone and the preauricular point is then 
taken, and also the midpoint of the line from the preauricular 
process to the seven-eighths point, on the first line drawn over the 
top of the head. The three midpoints are then joined, that is, 
the midpoint of the line running from the root of the nose to the 
occipital protuberance and the two midpoints just mentioned. 
The point where the anterior line joining the midpoints cuts the 
line drawn from the external angular process of the frontal bone 
to the three-quarter point represents the anterior extremity of the 
fissure of Sylvius, and just above this point lies Broca’s convolution, 
lesion of which gives rise to motor aphasia. Where the posterior 
line joining the midpoints crosses this same line, that is, the line 
from the external process of the frontal bone to the three-quarter 
point, is the area of “word seeing.” The area of “word hearing” 
lies in the superior frontal convolution, just midway between the 
anterior extremity of the Sylvian fissure and area of “word seeing,” 
and just below the level of the Sylvian fissure. The anterior line 
joining the midpoints corresponds in its upper portion to the 
superior precentral fissure. A line drawn from the point already 
mentioned as indicating “word hearing,” and parallel to the pre- 
central fissure, marks very closely the postcentral fissure. ‘The 
fissure of Rolando runs between the precentral and postcentral 
fissure, midway between these two. The visual area may be found 
by drawing a line from the three-quarter point downward and 
forward, following the line of the parieto-occipital fissure. 

Perhaps this method of localization may possess some advantages 
over the older method described of making measurements from 
Reed’s base line. It is unnecessary to remember any exact figures 
in drawing these lines, and as the localization is accomplished 
simply by taking proportionate distances along these various lines 
joining bony landmarks, the system is equally applicable to adults 
and to children. 

The method of. craniocerebral topography devised by Chipault 
is, perhaps, quite as useful as that of Watson Chiene, and, if the 
metric system of measurements is used, no more difficult. Accord- 
ing to this method a line is drawn from the nasofrontal suture to 
the occipital protuberance. The points taken on this line are 0.45, 
which is the pre-Rolandic point, 0.55, 0.70, 0.80, and 0.95. The 
retro-orbital tubercle is then found, and three radiating lines are 
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drawn from this—one to the 0.70 point, one to the 0.80 point, and one 
to the 0.95 point, on the original line. The upper of these radiating 
lines corresponds to the fissure of Sylvius, while the lower, in its 
sac portion, corresponds to the lateral sinus. ‘These radiating 

are then divided into tenths. A point 0.2 back on the anterior 
extremity of the Sylvian line corresponds to the Sylvian point, that 
is, to the anterior extremity of the horizontal limb of the fissure of 
Sylvius. The pre-Rolandic line is drawn from the 0.2 point on 
the Sylvian line to the 0.45 point on the line drawn from the naso- 
frontal suture to the occipital protuberance. The lower part of 
the precentral line corresponds to the vertical limb of the fissure 
of Sylvius. Ifa point 0.3 backward from the retro-orbital tubercle, 
measured along the Sylvian line, be joined to the 0.55 point of the 
line running from the nasofrontal suture to the occipital protuber- 
ance, this line will correspond to the fissure of Rolando. 

The various frontal convolutions can be mapped out by dividing 
the pre-Rolandic line into tenths. The inferior frontal convolu- 
tion extends upward on the pre-Rolandic line for about 0.3 of its 
length. This corresponds, of course, to the convolution of Broca. 
The posterior extremity of the Sylvian fissure lies at a point about. 
one-half the distance backward, measured along the Sylvian line, 
and corresponds closely to the region of ‘“‘word seeing.” 

It will be seen, therefore, that by this method the various fissures 
and convolutions of the brain may be thoroughly mapped out, so 
that it is possible for the surgeon to know exactly what portion of 
the brain he is exploring after the opening has been made. ‘These 
lines should, I think, be laid down on the skull with extreme care 
prior to an exploratory craniotomy, in order to avoid unnecessary 
exploration of the brain substance in searching for the abscess. 

course, where localizing symptoms are absolutely wanting, the 
surgeon may follow the old rule—of opening the cavity just above 
the external auditory meatus. 

A word may not be out of place in regard to the character of 
the incision in the soft parts in these cases. While, in writing upon 
this subject previously, I have ordinarily. advocated an extension 
of the mastoid incision over the ear, well forward toward the exter- 
nal angular process of the frontal bone, with forcible retraction of 
the edges, so as to expose the bone beneath, I am convinced that 
even when the abscess is found this method of linear incision is 
far inferior to turning a tongue-shaped flap upward so as to expose 
the surface of the cranium over a comparatively large area. The 
. turning-up of such a tongue-shaped flap can be very quickly done, 
and it shortens the operation and facilitates greatly the subsequent 
dressings in the case. Where the ordinary linear incision is made, 
or even the ordinary crossed incisions, the flaps fall together so 
easily that subsequent dressings are extremely painful, gy. * to 
the forcible separation of the soft parts at pat dressing. If a 
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tongue-shaped flap is elevated and the bone removed beneath, we 
have a perfect exposure of the cranial contents without very much 
retraction of the flap, and the subsequent dressing of the abscess 
causes the patient very little pain. If the exploration is negative, 
and the surgeon desires to close the exploratory wound immediately, 
the flap is very easily sutured in position. 

In exploring these abscesses and introducing drainage I have 
devised a pair of very light retractors for separating the line of 
incision in the brain substance, thus giving a view of the deeper 
portion of the abscess cavity. After the abscess has been opened 
by means of the director or the knife, as the case may be, the director 
is allowed to remain in the cavity and one of these retractors is 
passed along the director until it enters the abscess cavity. The 
director is then withdrawn and the other blade of the retractor is 
passed along the first blade as a guide. The separation of these 
retractors will then show the interior of the cavity. If desired, the 
encephaloscope may be introduced between the retractors and 
the retractors removed. The disadvantage of introducing the 
encephaloscope at first is that it must be introduced somewhat 
blindly, and may do unnecessary damage to the brain substance. 
The thin blade of the retractor, however, can be slipped along the 
director and will not make a false passage. After the first dressing, 
I think that the encephaloscope is a very valuable instrument to 
be used in these cases, but I think that the narrow retractors are 


more serviceable at the time of operation than the encephaloscope. 


ORBITAL AND MENINGEAL INFECTION FROM THE 
ETHMOID CELLS; DEATH; REPORT OF A CASE. 


By James F. McCaw, M.D., 
WATERTOWN, N. Y., 
OCULIST, AURIST, AND LARYNGOLOGIST TO THE CITY HOSPITAL AND THE JEFFERSON COUNTY 
ORPHAN ASYLUM; FELLOW OF THE AMERICAN LARYNGOLOGICAL, RHINOLOGICAL, 
AND OTOLOGICAL SOCIETY, ETC. 


Nasal sinusitis, on account of the widespread interest which 
has been manifested for several years by the medical profession in 
the endeavor to arrive at a clearer understanding regarding the 
pathology and best methods of treatment, make the subject preg- 
nant with interest to us as rhinologists. In the case which I report 
for your consideration, aside from the desirability of reporting all 
cases of intracranial involvement consequent upon accessory sinus 


1 Read at the Eleventh Annual Meeting of the American Laryngological, Rhinologica!, and 
Otological Society, Boston, Mass., June 5, 6, 7, 1905. 
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disease that something may be added to our knowledge of this 
oe class of cases, there are several points of interest. 

. C., male, aged forty years, was seen in consultation on October 
13, 1904, and the following history obtained: 

Family History. Negative. 

Personal History. For about ten years has been troubled with 
“catarrh,” some nasal obstruction, and dropping in the throat. 
For the past two or three years he had noticed a yellow discharge 
from each nostril, with increasing nasal obstruction. Contracted 
colds easily; followed invariably by severe neuralgia and a dull 
heaviness at the root of the nose. ‘These symptoms would usually 
be relieved by an increased flow of yellow, thick discharge. For 
several months the patient had complained of aprosexia, a dis- 
inclination to apply himself to his business, depression, and appre- 
hension concerning his sanity. Of this he had several times spoken 
to his family. His present illness began two weeks prior to my 
seeing him, with what was supposed to be one of his usual severe 
head colds. This was followed by quite severe pain at the root of 
the nose, finally spreading over the entire left side of the face. Two 
days later there appeared some swelling and cedema at the upper. 
and inner part of the left orbit, which quickly spread, involving both 
lids, conjunctiva, cheek, and left side of nose. At this time the infil- 
tration and swelling of the lids and orbital tissues were so great that 
it was impossible to obtain a satisfactory view of the globe. For 
the next week his general condition grew gradually worse, tempera- 
ture running from 100° to 103°; pulse from 90 to 115, mental hebe- 
tude gradually drifting into stupor and finally mild delirium devel- 
oped. Proptosis increased, and three days before I saw him there 
appeared a small swelling over the left temporal region. This 
slowly increased in size, and at the same time the proptosis, infil- 
tration, oedema, and swelling of the left side of the face and orbital 
contents gradually diminished. It was at this stage I saw the case 
and upon examination found the following; patient fairly well 
nourished, temperature 101°, pulse 100, face flushed, drowsy and 
cerebration slow and hesitating, responding to commands with a 
syllabic drawl. Motility of eyes was unimpaired; left pupil reacted 
sluggishly to light stimulation. Slight amount of swelling of the 
upper lid and chemosis of the conjunctiva of left eye. On a line 
with and about one inch posterior to the external angular process 
of the temporal bone was a smooth, rounded tumor about one and a 
half inches in diameter. ‘This was not especially tender to pressure, 
and fluctuation was not detected at this time. On examining the 
nose I found the following condition: Right nostril—slight tur- 
gescence of the inferior turbinate, the middle turbinate pushed well 
over toward the median by a number of polypi springing from the 
region of the ethmoid cells, pus appearing in the middle meatus 
between the polyps. Left nostril—general deviation of the septum 


} 

| 

“4b 

| 

| 

H 

} 


MCCAW! INFECTION PROM THE CELLS 905 


to left, greatest deflection at upper part. Inferior turbinate swollen, 
middle turbinate pushed well over and crowded against the septum, 
presenting a deep bluish-red congestion and aswollen, boggy appear- 
ance. Springing from the region of the ethmoid and filling the 
middle meatus were several large polyps bathed in thick pus. With 
the probe dead bone could not be detected in either nostril. The 
history and findings in this case left little doubt as to the diagnosis. 
It seemed clearly evident that he was suffering from an intracranial 
involvement following an acute exacerbation of a chronic suppura- 
tive ethmoiditis. From the fact that this patient was in a small 
town some distance from the city, and as I had no suitable instru- 
ments at hand, I advised his immediate removal to the hospital, 
where it was my purpose to give drainage to such collections of 
pus as could be found. He was seen at the hospital next morning, 
but his condition was so precarious that I did not feel warranted 
in subjecting him to any prolonged operative proceedure; so satis- 
fied myself with freely incising the swelling over the temporal region, 
which proved to be a subperiosteal collection of about two ounces 
of pus. The patient remained in stupor, with muttering delirium, 
subsultus tendinum, high temperature and pulse, involuntary 
urination, Cheyne-Stokes respiration, and died twenty-four hours 
later. After death the wound was examined to determine the path 
of infection. It was found to have originated in the ethmoid cells, 
broken through the os planum, stripping the periosteum from the 
roof of the orbit, extending outward and downward to the external 
angular process of the temporal bone, and there passed out to form 
the subperiosteal collection of pus, referred to above. Dead bone 
could readily be detected in the region of the os planum by passing 
a probe along this route. My finger in the wound would follow 
subperiosteally the orbital roof, as far as the sphenoidal fissure. 
Although no rupture in the periosteum was detected, I think we 
are justified in assuming that this was the path of infection and that 
a rupture had taken place at some point with subsequent involve- 
ment of the intracranial structures. Our failure to find a rupture 
does not, in my opinion, alter the value of the evidence that this was 
the path travelled by the infection. It is, of course, possible that in 
my examination a break in the continuity of the periosteum may 
have escaped me, or, again, the area of disintegration may have 
taken place within the cranial cavity, the infecting material being 
poured directly into the arachnoid space, with a resulting general 
septic meningitis. 

In studying this case the points of interest are: 

1. The fact that this patient died from a meningitis the result of 
nasal suppuration is of interest as clearly exemplifying the dangers 
in neglected cases of this character. We need only consult the 
literature of this subject to be convinced that the reports of fatal 
cases are rare. 
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2. The path of infection seems to have been an unusual one, 
the pus finding its way across the orbital cavity to the external an- 
gular process and there leaving it, forming a large subperiosteal 
collection. ‘Travelling backward, it entered the cranial cavity 
through the sphenoidal fissue, apparently remaining subperiosteal 
throughout. 

3. The question of diagnosis and prophylaxis is probably of 
greatest interest, and it is for us as rhinologists to sound the warn- 
ing note and impress upon our fellow-practitioners the importance 
of instituting appropriate treatment in all cases of nasal suppura- 
tion, before they have reached such extremity. Although fatal cases 
are rare, it is nevertheless a possibility in every case of suppurative 
sinusitis. 


AN UNUSUAL CASE OF C2DEMA OF THE GLOTTIS.’ 
By Emu Mayer, M.D. 


OF NEW YORK, 


ADJUNCT ATTENDING LARYNGOLOGIST TO MOUNT SINAI HOSPITAL, CHIEF OF CLINIC EAR AND 
THROAT DEPARTMENTS TO THE MOUNT SINAI HOSPITAL DISPENSARY; FORMER SURGEON 
TO THE THROAT DEPARTMENT NEW YORK EYE AND EAR INFIRMARY; FELLOW OF 

THE AMERICAN LARYNGOLOGICAL ASSOCIATION, ETC. 


. THE patient, a male aged fifty-one years, was admitted to the 

surgical ward of Mt. Sinai Hospital in the service of Dr. A. G. 
Gerster, with the diagnosis of dyspnoea. 

His history, for which I am indebted to the courtesy of Dr. S. 
Heiman, House Surgeon, was as follows: Family history negative. 
Had typhoid at the age of ten. Had a chronic cough with muco- 
purulent expectoration, never bloody; no night sweats or dyspneea, 
no swelling of feet; had never had syphilis or gonorrhcea; is a heavy 
smoker. Married; the father of two children, both of whom are 
living. His voice has always been clear; has never had an attack 
like the present one, but has awakened at night with a sensation 
of choking, which he attributed to his cough. 

His present illness began on April Ist, when he awoke with a 
pain in the neck on the right side, the attack of dyspnoea coming 
on suddenly. He rapidly became worse in spite of leeches to his 
neck and cups to his chest. His voice was that of a whisper, and 
no relief forthcoming, he was transferred to the hospital April 2d 
at 4 P.M. 

On admission he had severe respiratory dyspnoea and could 
not lie down; his lips and finger-tips were cyanosed. All accessory 
muscles of chest are brought into play on inspiration and expira- 


1 Read before the American Laryngological Association at its Twenty-seventh Annual Con- 
gress, Atlantic City, June, 1905. 
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tion, and many moist rales. Respiration 14 per minute. Heart 
action rapid and forcible. Pulse equal, rapid, and regular; slight 
tension. Profuse mucus discharge from mouth and throat; breath 
fetid and the epiglottis could be felt as a thick, hard ridge. 

Two hours later, in response to an urgent summons, | saw the 
patient. He was seated upright in the room adjacent to the opera- 
ting theatre where he had been conveyed preparatory to a trach- 
eotomy, if such was deemed necessary. 

The history given by Dr. A. A. Berg, the adjunct attending sur- 
geon, was that as outlined above. The dyspnoea had been constant 
for the last thirty-six hours, steadily increasing since his admission. 

The expression of the patient was most anxious; he was cyanotic, 
his breathing very labored with notable inspiratory difficulty. 
There was a gurgling sound to each inspiratory effort and quan- 
tities of mucus were expelled. 

The laryngoscopic examination showed a large glistening mass 
at the base of the tongue, at the right side, filling the entire pyri- 
form sinus on that side and extending over the epiglottis to such 
an extent-as to leave but a narrow opening on his left side for 
breathing. 

The appearance of the mass was that of an oedematous infil- 
tration, immobile on respiratory effort, yielding to the touch of a 
probe. Except on the left side the epiglottis could not be seen, and 
an intralaryngeal examination was impossible. 

The diagnosis of an acute septic inflammation was made, the 
parts were freely cocainized, and a deep incision was made with 
the Hartman laryngeal knife in the presence of Dr. Berg, Dr. Mos- 
chowitz, Dr. Libman, and the house staff. A quantity of thick, 
bloody, and ill-smelling fluid exuded and the patient was returned 
to the ward. 

A spray of adrenalin 1:5000 was frequently applied, subse- 
quently alternating with steam inhalations. His urgent distress 
was promptly relieved, his breathing became quieter from hour 
to hour, and all inspiratory difficulty ceased on the second day. 

A laryngoscopic examination then showed a large white slough 
where the cedematous mass had been. A portion of this was re- 
moved, and examination showed the presence of staphylococcus 
albus and streptococcus. His dysphagia also became less and 
less, the lymph deposit entirely disappeared and in the same place 
there was now a solid mass of new-growth of firm consistency 
lying in the pyriform sinus, covering three-fourths of the epiglottis, 
but not adherent thereto, and which did not interfere with deglu- 
tition or respiration. The glands of the neck were not enlarged. 

The patient’s recovery was rapid, and on April 15th he was 
discharged from the hospital as cured of his dyspnoea and became 
an ambulatory patient in my service in the out-patient department 
of the hospital. 
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A small piece of the mass was removed with the punch for the 
purpose of ascertaining the true nature of the growth, and as the 
report of the pathologist was negative a much larger portion was 
then removed with the snare, to ensure an examination of the deeper 
tissues. The report of the pathologist, Dr. F. S. Mandlebaum, 
was that there was no evidence of anything other than connective 
tissue in either specimen. 

The question of malignancy having been thus excluded, it was 
evident that this mass was of recent formation and composed of . 
purely inflammatory tissue. Within a short time no further evi- 
dence of the growth could be seen and there were no symptoms 
of any annoyance referable to the throat. 

A laryngoscopic examination of the patient made six weeks 
after the attack showed a most unusual state of affairs as regards 
the epiglottis. More than half of the epiglottis on the patient’s 
right had sloughed away and a band of adhesion formed running 
across the lateral pharyngolaryngeal space on that’ side. The 
remaining portion of the epiglottis on the patient’s left stands 
erect like an index finger and here two bands of adhesion exist 
from the epiglottis to the lateral pharyngeal wall. Both of these. 
bands are about one-half inch in length; there is no abnormality 
within the larynx. 

The patient has regained his former health and strength, and 
bears all the outward appearance of being entirely well. 

The point of interest in this case lies in the fact that we have 
before us a case of oedema of the glottis engrafted upon an heredi- 
tary syphilis of the epiglottis, which latter never produced any 
notable symptoms relative to the throat except perhaps the con- 
stant cough of twenty-eight years’ duration. The patient recalls 
that fluids would often come through the nose of late years. The 
absence of any initial lesion, as also of any evidence of the disease 
elsewhere, would point most strongly to the hereditary nature of 
the affection. In fact, the only other condition aside from malig- 
nancy that could be present is lupus, and this may be excluded 
by the absence of tubercle bacilli in any of the specimens examined 
by the pathologists, and also by the absence of any breaking down 
of the cicatrized surface, a fact which would occur in all proba- 
bility immediately after the acute process just ended. 

The presence of so large a mass of inflammatory tissue beneath 
an cedematous process is also remarkable. 

This case further illustrates the advantage of prompt, free, and 
deep incisions into the oedematous tissue, thus avoiding the graver 
operation of tracheotomy, and emphasizes the value of adrenalin 
in the subsequent treatment of these conditions, corroborating 
the statement made in a recent article by Dr. Thomas R. French, 
of Brooklyn. 
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SARCOMA OF THE VOMER, WITH: EXTENSIVE INVOLVE- 
MENT OF THE ADJACENT STRUCTURES AND 
METASTASIS IN THE CRANIUM. 


By ArtHor P. Herrine, M.D., 
OF BALTIMORE, MD. 


Sarcoma of the nares and nasopharynx is of comparative infre- 
quency. Bosworth in 1899 was the first to publish a series of 41 
cases of sarcoma of the nares which he gathered from the literature 
and from his personal experience. In 1902 J. S. Gibb added 70 
cases of sarcoma of the nose and accessory sinuses to those pub- 
lished by Bosworth, making a total of 111 cases reported up to that 
time. Gibb arranged these histories in tabulated form with reference 
to special features, and reports 2 cases from his own experience. In 
1904 J. A. Watson made “an inductive study based on the records 
of 150 cases of sarcoma of the nasal passages.” Watson’s study 
includes the cases reported by Gibb and a review of the literature 
up to date. He adds 4 cases from his personal experience. 

A careful review of the literature up to April, 1905, shows that 
there are about 175 cases of sarcoma of the nasal passages reported. 
That it is a rare affection all text-books agree. In most of the books 
devoted to the nose and throat but brief mention is made of the 
subject. For example, Bosworth says: “Sarcoma is by no means 
frequently met with in the nasal passages, and its literature is some- 
what limited.” 

Kyle states that “sarcoma of the nasopharynx is not of common 
occurrence.” De Schweinitz remarks as follows: “Sarcoma of the 
nasopharynx occasionally occurs.” Looking over the recent annual 
reports of several eye, ear, and throat hospitals the occurrence of 
sarcoma of the nose is seldom mentioned. The Presbyterian Eye, 
Ear, and Throat Hospital of Baltimore, in the report of 1904, gives 
only 1 case of sarcoma of the nasal septum out of 6125 cases 
treated for diseases of the nose*and throat. In 1903 out of 4083 
cases no case of sarcoma and only 1 of fibroma of nasopharynx. 

The annual report of the Brooklyn Eye and Ear Hospital for 1904 
shows out of 1875 cases, in the nose and throat department, only one 
of sarcoma of the nose. 

The above references serve to illustrate the average frequency 
of sarcoma of the nares as shown in numerous other reports. 

While going over the literature on this subject and reading the 
discussions of reported cases before medical societies, I was especially 
impressed with the fact that sarcomatous growths of the nares are 
of rather frequent occurrence, judging from the remarks made by 
physicians in discussing the cases reported. I am inclined to believe 
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that the rarity of sarcomatous growths affecting the nares is only 
relative and is largely due to the fact that many cases are not reported. 
The subject is of importance, especially to the general practitioner, 
from the fact that a neoplasm occurring in the region of the naso- 
pharynx is not always recognized in its incipiency, when it may be 
removed, thereby offering the patient every chance for complete 
recovery. 

The case reported in this paper is of interest owing to the presence 
of a metastasis in the cranium, formed early in the development of 
the tumor, and that the diagnosis of the true condition was obscured 
for a time, and also the extensive involvement of the surrounding 
tissue. Concerning the frequency of metastatic deposits Gibb, 
from his study of 150 cases, remarks that: “Though usually con- 
sidered one of the most important manifestations of malignancy, 
the occurrence of metastasis is an extremely rare event. I have 
found it mentioned but three times. In 2 of these cases the 
cervical glands were involved (as in the present case) ; in the other 
—Warthin’s case—there was universal metastasis, including even 
the formation of a free sarcomatous mass in the right ventricular 
cavity of the heart.” I have been unable to find additional cases - 
from the recent literature. The presence of some intracranial 
disturbance in this case (either brain abscess or neoplasm) was 
diagnosed before the growth in the nose was clearly understood; 
however, after the malignancy of the nasal growth was determined, 
a metastatic deposit in the cranium was fairly clear. The history 
of the case Pes gourd from the autopsy record are given in con- 
densed form: 

Anamnesis. S. H., male, aged seventeen years, white, farmer. 

Family History. Negative. 

Personal History. Had measles and varicella during infancy. 
Has enjoyed good health until the onset of the present trouble. In 
December, 1903, patient received a severe injury to the right side of 
the head while chopping wood. He dates all of his present dis- 
comfort from this accident. As a result, apparently of the trauma, 
there developed intense headache, earache, and enlarged cervical 
glands on the right side. Patient entered the Maryland General 
Hospital in March, 1904, to be relieved of the above symptoms. 
“The cervical glands were removed, but the pain in the head and ear 
continued (the glands were said to be tuberculous). After this the 
patient was treated for pharyngitis and later for a subacute catarrhal 
otitis media. There was no evidence of a purulent otitis or of a 
growth in the nasopharynx. 

Present Condition. Lirst saw the patient in June, 1904, when the 
following notes were taken: Patient anemic and emaciated; has lost 
thirty pounds during past three months; facial expression apathetic, 
cerebration slow; formerly patient’s manner was cheerful and 
active; condition has grown progressively worse. Patient’s only 
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complaint is of headache and earache confined to’ the right side. 
Eyes react to light and accommodation; slight ptosis of right upper 
lid, with possibly a paresis of right facial nerve. Both fundi normal. 
Hearing normal in leftear. In right ear, bone conduction increased ; 
could hear a watch tick only three inches from ear. Slight con- 
gestion and inward retraction of tympanum of right ear. 

Speech. There is a peculiar mouthing of words; speaks slowly and 
indistinctly. 

Taste. Normal. 

Smell. Anosmia on right side, normal on left. 


Fie. 1 


A sagittal section of the skull showing the extent of the sarcoma which originated at X on 
the vomer. The shaded area includes the vomer, body of the sphenoid, the basilar portion ot 
the occipital and posterior portion of the cribriform plate of the ethmoid bones. Y, within the 
dotted area, indicates the position of the right lateral mass of the ethmoid, which was also 
destroyed. 7, the metastatic growth in the middle fossa, entirely separate and distinct from 
the tumor proper. 


Examination of nose and throat reveals a small vascular tumor 
attached to the vomer in the right nostril, extending about half-way 
across posterior nares; no involvement of pharyngeal wall. Growth 
believed to be a polyp; no microscopic examination made. There 
is frequent epistaxis from the right nosiril, caused by the growth. 
Heart, lungs, and abdominal viscera normal. Reflexes normal. 
Sensation for all parts of the body excepting the right side of the 
face is normal. There could be outlined on the right side of the face 
an area of anesthesia corresponding to the distribution of the first 
and second divisions of the trifacial nerve, extending into the 
buccal cavity and to the palate and pharynx. The patient has a 
tendency when walking to fall from side to side. The gait is neither 
spastic, ataxic, nor cerebellar in character. The temperature ranged 
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during the past three months from 97° to 98° and pulse from 50 to 
90, generally about 60; was full, but not very strong. There has 
been no elevation of temperature. No chills or vomiting. The 
urine was normal. ‘The b examination shows: red corpuscles, 
2,500,000; white, 10,000; hemoglobin, 55. Slight relative leuko- 
cytosis, probably the result of repeated hemorrhages. ‘Tongue is 
coated, white, and furred. The breath is offensive. No tender 
spots over head or mastoid at any point. No convulsive attacks. 
The bleeding from the nose is frequent and profuse. ‘There is a 
constant dripping of mucus and blood. 

A tentative diagnosis of either cerebral tumor or abscess affecting 
the temporal lobe, preferably the latter, was made and the patient 
prepared for a craniotomy. Under anesthesia a thorough examina- 
tion of the nasopharynx was made. .The tumor, which a few weeks 
ago appeared to be a benign, pedunculated growth, had now infil- 
trated the pharyngeal wall, completely occluding the posterior nares 
on the right side and extending down into the oropharynx and 
upward to the base of the skull. Malignant growth with cerebral 
metastasis was at once suspected and the operation postponed, 
for the present at least. The patient remained in the hospital only ° 
a few weeks longer, and then returned to his home in the country, 
In September, 1904, the patient returned to the hospital, complaining 
of pain in the head, difficulty in swallowing ond breathing, with 
frequent attacks of epistaxis. Patient is very much emaciated; 
there is a pronounced bulging of the right cheek and a slight exoph- 
thalmos of right eye. Paralysis of third, fourth, and sixth nerves 
supplying the right eye. The soft palate is depressed and a large 
mass can be seen filling the nasopharynx and completely occluding 
the right nostril. 

The tumor has increased in size since June, thus making the 
patient’s condition distressing in the extreme. Only liquid diet can 
be taken. Owing to the patient’s deplorable condition and as a 
possible means of alleviating his suffering, but with no idea as to 
the permanent cure of the affection, a resection of the right superior 
maxillary was performed by Dr. Blake on October 20th. The 
patient stood the operation very well. A large cauliflower growth 
was removed from the nasopharynx. The superior maxillary 
bone was not involved, but the nasal septum and the sphenoid 
sinuses were destroyed; the tumor mass could be easily scraped 
away with the finger. The wound was closed, the patient removed 
to the ward, and lived for about six hours. The autopsy was per- 
formed two hours after death. Only the notes referring to the head 
will be given, as there was nothing of interest in the remainder of 
the examination. 

On removal of the calvarium, which is very thin and translucent 
over its entire extent, the dura mater being nowhere adherent, the 
brain is found to be anemic, the convolutions small and irregular, 
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especially over the frontal lobes. After removing the brain a smooth, 
firm, and rounded growth about the size of an English walnut is seen 
occupying a part of the right middle fossa of the skull, placed close 
to the apex of the petrous portion of the temporal bone on its ante- 
rior surface. This growth is beneath the dura and entirely separated 
from adjacent structures. Section of the brain presents a normal 
appearance. In the median line and occupying quite an extensive area 
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A photograph of the interior of the base of the cranium. The anterior, middle, and posterior 
fossa are well shown. The dura has not been removed, consequently the entire extent of 
tumor invasion cannot be seen. The tumor mass in the median line is clearly pictured. The 
rounded metastatic growth in the middle fossa can also be readily seen. It is firm and nodular 
in consistency, while the central portion of disintegrated Lone is very soft and pulpy. The 
bony structure has been completely destroyed. . 


‘is seen a large, cheesy mass, which will be described in detail. The 
metastatic growth is separated entirely from the broken-down mass. 
The anterior surface of the pons is flattened, but not eroded. The 
incision made during the operation was opened and a thorough 
investigation of the nasopharynx made, showing an extensive 
infiltration of pharyngeal wall with complete disintegration of nasal 
septum and sphenoidal and ethmoidal sinuses. The finger could 
very easily be pushed from the nose into the cranial cavity through 
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the disintegrated sphenoid bone. The notes dictated at the autopsy, 
showing the extent of the neoplasm, are as follows: 

The growth originated from the vomer, in the right nasal cavity, 
and formed a metastasis in the right middle fossa. By direct inva- 
sion the tumor destroyed the vomer, passing upward and backward, 
disintegrating the body of the sphenoid, and filling the sphenoidal 
sinuses with a creamy matter; then extending posteriorly to the 


A schematic drawing of the base of the skull. A represents a circular opening in cribriform 
plate of the ethmoid bone caused by direct invasion of the neoplasm. B, the bridge of bone, 
optic groove, which was not destroyed. C, a large extent of disintegrated bone the result of 
direct growth of the tumor from the nose. There is a direct communication between the 
interior of the cranium and the nasal cavity. 7, the metastatic growth which pressed upon 
the third, fourth, sixth and the first two branches of the fifth cranial nerves. Y, within the 
dotted area, indicates the inner wall of the orbit which was destroyed causing exophthalmos. 


basilar process of the occipital bone, destroying it as far as the margin 
of the foramen magnum; passing anteriorly, the neoplasm invaded 
the anterior and superior surfaces of the sphenoid, the os planum, 
and right lateral mass of the ethmoid, destroying the posterointernal 
wall of the orbit, thus causing an exophthalmos. A rather remark- 
able feature was the non-eroding of a arr of bone extending from 
one anterior clinoid process to the other, forming the optic groove, 
and_ upon which rested the optic commissure. The lesser wing of 
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the sphenoid was not destroyed, saving the optic foramen and oa 
tecting the optic commissure and nerve from direct injury. e 
cribriform plate of the ethmoid, anteriorly, was not involved, and 
the roof and posteroexternal wall of the orbit were intact. 

The pituitary gland was suspended in the midst of the broken- 
down, caseous tumor mass, but without apparent infiltration. ‘The 
metastatic deposit had pressed upon and destroyed the third, 
fourth, the ophthalmic and superior maxillary branches of the fifth, 
and the sixth cranial nerves, explaining the sensory disturbances 
mentioned in the clinical history, as well as the ocular changes. 
The definite focalizing symptoms referable to this deposit were 
clearly evidenced at the autopsy, which at first led to the opinion 
that the intracranial growth was the primary trouble. The exten- 
sive area involved by the sarcomatous growth may be seen by 
referring to the accompaning illustrations. The character of the 
growth is that of a spindle-cell sarcoma. 
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THE LYMPHATIC DRAINAGE OF THE FAUCIAL TONSILS." 


By Grorce Bacon Woop, M.D., 
OF PHILADELPHIA, 


(From the Wistar Institute of Anatomy, University of Pennsylvania.) 


THAT various micro-organisms may gain access to the general 
system through the tonsillar tissues of the throat has been so firmly 
established that it is not necessary again to demonstrate the absorbing 
properties of the tonsils and to point out the various infections which 
may enter through this portal. The fate of the micro-organisms 
which have entered the parenchyma of the tonsil is dependent upon 
two factors: first, the pathogenic potency of the germ itself, and, 
second, the vital resistance offered by the tissues to its invasion. If 
a non-pathogenic germ enters a crypt it is destroyed probably by 
the phagocytosis of outwandering polymorphonuclear leukocytes. 
Ox the other hand, if the vitality of the germ is sufficiently great, it 
lives and may penetrate through the epithelium into the interfollic- 
ular tissue. 

It has been proven by several very thorough and capable investi- 
gators that foreign bodies in the crypts can pass through the epithe- 
lium into the interfollicular tissue. This absorption is probably 
dependent upon two factors: first, the action of the muscles of the 
throat during their various physiological movements, and, second, 
the presence of a lymph current in the tonsil. The palatoglossal 
muscle and the palatopharyngeal muscle during deglutition com- 
press the faucial tonsil and force the centrally lying movable bodies 
toward the periphery. If the foreign body is at the bottom of the 
crypt it is pushed in an outward direction, and, finding no appreciable 
barrier in the differentiated epithelium, passes into the tonsil paren- 
chyma. The second factor in the absorption of foreign bodies from 
the crypts is the constant production of lymphoid cells in the fol- 
licles. The interfollicular tissues of the tonsils consists of a fine 
connective-tissue reticulum interspersed with numerous lymphoid 
cells. ‘These lymphoid cells may be looked upon as being in con- 
stant motion, passing from the follicles in the direction of least 
resistance. If the cellular metamorphosis of the epithelium has 
weakened this barrier so that the crypt is in the direction of least 
resistance, the —— cells break through and pass into the crypt, 
but more commonly the lymphoid cells pass into the lymph spaces 
which terminate in the trabecule of the tonsil and which in their 
turn empty into the efferent lymphatics of the tonsil. ‘Therefore, 
the peaiatiion of lymphoid cells in the follicles causes what we 


1 Candidate’s thesis. American Laryngological Association, June, 1905. 
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might term a lymphoid current, and this lymphoid current, except 
when there is an accidental rupture of the cryptal epithelium, is 
toward the connective-tissue trabecule of the tonsil and thence 
through the lymph radicles to the periphery. A foreign body having 
gained access to the interfollicular tissue must be influenced by this 
current. I understand thoroughly that in advancing this idea, I am 
open to criticism for theorizing about a scientific subject. It seems 
to me, however, that the above is a probable explanation of the 
mechanism of tonsillar absorption and helps to substantiate the 
theory that the faucial tonsil is more important as a source of infec- 
tion than is the lymphoid tissue on the lateral folds and posterior 
pharyngeal wall of the pharynx. As regards the absorption of 
living virulent micro-organisms, it must be remembered that bac- 
teria are not inert foreign bodies, but possess certain vital properties 
which influence their entrance into living tissue. When uninfluenced 
by extraneous forces a micro-organism invades living tissue by two 
methods: first, if it belongs to the motile class the individual bac- 
terium by its own locomotion may carry itself to some more or less 
distant spot, and, second, micro-organisms may invade tissue by the 
very act of their growth. This last is the most important method 
by which the pathogenic germs gain entrance into their host. 

It is- practically impossible to establish with absolute certainty 
the relative importance of the different lymphatic masses in the 
throat as gates of infection. Circumstantial evidence, however, 
both clinical and experimental, tends to show that the larger the 
lymphatic mass and the deeper its crypts, the more readily do 
pathogenic germs pass through the tonsillar tissues to the tonsillar 
efferents. 

The research outlined in this paper is a preliminary report of a 
series of investigations concerning the lymphatic anatomy and 
drainage of the tonsils and surrounding portions of the throat. My 
first investigations concern the faucial tonsil, because in the etiology 
of infections it is the most important tonsillar structure, and I have 
not been able to find any reliable published data concerning the 
glands that receive its efferent lymphatics. 

The lymphatic glands of the neck constitute one of the most 
important chains of glands in the whole body and is probably the 
chain which is most frequently diseased. ‘The infection which 
inoculates a lymph gland may possibly come through its efferent 
lymphatics by a retrograde thrombosis, but much more frequently 
it follows the current of the lymph stream and enters through the 
afferent vessels. In the large majority of cases the infection of the 
cervical lymphatics comes from the nese, mouth, or throat. As a 
general rule, the efferent lymphatic vessels from a given structure 
drain into that lymphatic gland which is nearest it, and, therefore, 
to understand the importance of the different structures of the nose, 
throat, and mouth as portals of infection it is essential to have clear 
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in our minds the topographical relations of the deep and super- 
ficial lymph glands. 

The cervical glands of the neck are divided into two main groups, 
the superficial or collecting glands and the deep or terminal glands. 
The superficial are arranged as a sort of collar around the upper part 
of the neck, with a few irregular extensions. This pericervical 
glandular circle is composed of the following subgroups: 

1. Suboccipital group and aberrant glands of the nape of the 
neck. 

2. The mastoid group. 

3. The parotid and subparotid groups. 

4. 'The submaxillary group with the facial glands as an offshoot. 

5. The submental glands. 

6. The retropharangeal glands. 

The terminal or deep glands of the neck form a perpendicular 
chain beneath the sternocleidomastoid muscle. This main set of 
glands is flanked by several secondary chains of less importance. 
The or cssrey: glands constituting the pericervical collar receive 
their afferents from those portions of the external and internal head, 
which are in more or less close relation with the individual group. 
The efferents of all these collecting glands empty into the deep chain. 
The deep cervical lymphatics or the substernocleidomastoid. glands 
constitute in appearance a continuous chain, but for convenience 
sake they may be divided into an external and internal group. ‘The 
external glands are placed posteriorly and rest indiscriminately on 
the insertions of the splenius, levator anguli scapule, and scalene 
muscles, and they are usually continuous with the glands occupying 
the supraclavicular triangle. The internal glands of the substerno- 
cleidomastoid group may be termed the internal jugular chain, 
because they rest either directly on the internal jugular vein or are 
immediately adjacent to its external border. The glands of this sub- 
group are larger than the glands of the external, and some of them 
are fairly constant in their position. One or two large glands are 
constantly found beneath the posterior belly of the digastric, just 
above the spot where the thyrolingual facial vein opens into the 
internal jugular. A few glands are sometimes found between the 
internal jugular and the prevertebral muscles. These two main 
groups of deep glands, the external and internal chains, are united 
by a great many anastomoses. The external glands receive their 
afferents from the posterior part of the head and neck, while those 
of the internal group receive their afferents from the anterior por- 
tion of the neck and head, from the mouth, nose, pharynx, larynx, 
and thyroid body. While the majority of the afferents of the deep 
glands of the neck are the efferents from the superficial glands, quite 
a number of lymph vessels pass directly from the lymph radicles 
of the throat and nose to the deeper chain of glands. For instance, 
the majority of the lymph vessels from the vault of the pharynx 
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drain into the retropharyngeal glands, but some of them pass 
directly to the upper glands of the deep cervical chain without any 
interruption. 

The method of injection employed in the present research was 
essentially that devised by Gerota. It consisted in rubbing up Berlin 
blue with pure spirits of turpentine until it assumed the consistency 
of a rather thin, syrupy liquid. A small quantity of ether is added 
and the mixture filtered through chamois skin. The coarser gran- 
ules of the Berlin blue are held back in the filter while a clear, thin, 
blue liquid passes through as[the filtrate. Gentle agitation of the 


Dissection of the neck of a child, showing an enlarged tonsillar lymph gland and its relation - 
to the digastric and stylohyoid muscles: 1, facial nerve ; 2, external carotid artery ; 3, stylo- 
hyoid muscle ; 4, facial artery ; 5, submaxillary lymph gland; 6, hypoglossal nerve; 7, pos- 
terior belly of the digastric muscle ; 8, tonsillar lymph gland. 


fluid while it is filtering ensures a better mixing of the turpentine, 
ether, and Berlin blue, consequently a deeper color to the filtrate. 
The injecting apparatus consisted of a fine glass needle drawn out 
of a glass tube and attached by a piece of rubber tubing to the. nozzle 
of an easy-working syringe holding about 10 c.c. 

The glass needle was inserted beneath the mucous membrane 
covering the tonsil and held very carefully in its place, while an 
assistant made gentle but gradually increasing pressure, according 
to the ease with which the fluid entered the tonsil. The amount 
injected was regulated somewhat by the amount of resistance felt in 
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the syringe and also by the distention of the tonsillar tissues. If 
the injection was properly made the tonsil gradually swelled out, 
becoming two or three times its normal size and of a deep-blue 
color. The blue fluid in such injections must not be forced in hur- 
riedly, as a certain amount of time is necessary for it to find its wa 

into the lymph s and thence through the lymph radicles to the 
lymph vessels. In injecting the tonsil, it frequently happens that 
the fuid returns through the crypts. In the case of this regurgitation 
being so free that internal pressure cannot be exerted, the point of 
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Dissection of the neck of an adult, showing enlarged internal jugular lymph glands : 1, paro- 
tid gland ; 2, masseter muscle ; 3, facial nerve ; 4, facial artery ; 5, submaxillary lymph gland ; 
6, submaxillary salivary gland ; 7, thyrofacial lingual vein ; 8, internal jugular vein ; 9, brachial 
plexus of nerves ; 10, superficial cervical plexus ; 11, spinal accessory nerve ; 12, internal jugular 
lymph glands. 


the needle is to be changed until a position is found from which the 
injected material does not so readily gain access to the crypts. 
After the injection has been made the excess of material should be 
washed from the surface by a stream of cold water. Gentle massage 
of the tonsil with the peo tends to force the injected fluid 
farther into the tissue. It is best to leave the fresh material in plain 
water for several hours before fixing it in 10 per cent. formalin. 
After fixing the specimen the dissections may be made and the 
injected gland sought for, special care being exercised to avoid 
wounding any of the injected lymph vessels. 
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Eight injections were made, some of them resulting in failure, 
but the majority showing distinctly that the tonsillar lymph follows 
a fairly constant route. ‘The direction of this drainage as established 
by these injections is as follows: 

The lymph vessels pass from the external portion of the tonsil 
through the peritonsillar connective tissue, the pharyngeal aponeu- 
. rosis, and the superior constrictor of the pharynx, and, as one or 
two or more fine small vessels run obliquely in a downward, pos- 
terior, and outward course, passing below the facial artery. Bend- 
ing more posteriorly the lymph vessels next run between the internal 
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Superficial dissection of Specimen No. VL, showing enlarged tonsillar lymph gland project- 
ing just beyond the edge of the ster toid muscle: 1, external jugular lymph 
glands; 2, great auricular nerve; 3, tonsillar lymph gland; 4, external jugular vein; 5, 
external glands of the substernomastoid group ; 6, submaxillary salivary gland ; 7, submaxil- 
lary lymph glands ; 8, facial artery. 


jugular vein and the stylohyoid muscle, reaching finally the superior 
surface of an enlarged lymph gland, placed just beneath the ante- 
rior border of the sternocleidomastoid muscle, where it is crossed 
by the posterior belly of the digastric muscle. The efferent vessels 
from this gland are generally two or three in number, and pass into 
the neighboring glands of the internal jugular group. Further 
anastomoses which connect the lower glands of the internal jugular 
group with those receiving the tonsillar drainage form a complete 
lymph channel, through which the tonsillar lymph finally empties 
into the jugular lymph trunk. 
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In none of the preparations did the injected fluid enter into super- 
ficial glands, except in one case, where there was an aberrant gland 
lying on the facial artery near its origin. This gland seemed to be 
simply an interrupting nodule in the course of the tonsillar efferents. 
The statement in some text-books on anatomy that the tonsil drains 
into the posterior gland of the submaxillary group would seem to be 
absolutely erroneous and very misleading. 

Clinically, the gland which becomes enlarged during tonsillar 
infection appears to be superficial and possibly it is this appearance 
that has led to the belief that the posterior gland of the submaxil- 
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Deep dissection of Specimen No. VI., showing the tonsillar lymph gland and its relation to 
the substernomastoid group: 1, reflected sternocleid stoid muscle; 2, tonsillar lymph 


gland; 3, spinal accessory nerve; 4, branch of cervical plexus; 5, internal jugular vein; 6, 
omohyoid muscle. 


lary group is infected through the tonsils. The tonsillar gland, if I 
may be pardoned for using the term, is placed external and slightly 
anterior to the internal jugular vein and is embedded in loose areolar 
tissue containing more or less fat. Consequently, enlargement of 
this gland means its dislocation outward and forward, and especially 
so if the other glands of the internal jugular group become subse- 
quently enlarged; also the action of the substernocleidomastoid 
muscle would tend to force it anteriorly. If an enlarged gland 
found at the angle of the jaw belongs to the deep substernocleido- 
mastoid group, it may be pushed back under the muscle of the same 
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name. In cases of enlargement of the submaxillary glands such as 
result from infection from carious teeth, the glands are found along 
the edge of the jaw and cannot be displaced backward and only 
slightly downward. In the description of the anatomy of the cervical 
lymphatics previously given it was stated that where the posterior 
belly of the digastric muscle crossed the sternocleidomastoid there 
were constantly found one or two large glands. In a child one week 
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Superficial dissection of Specimen No. II., showing portion of tonsillar lymph gland and its 
relation to the sternocleidomastoid muscle and the external jugular vein: 1, lymph glands of 
the internal jugular group; 2, parotid gland ; 3, facial vein; 4, facial artery ; 5, submaxillary 
lymph glands ; 6, submaxillary salivary gland ; 7, tonsillar lymph gland ; 8, omohyoid muscle; 
9, sternocleid toid muscle; 10, external jugular vein ; 11, great auricular nerve. 


old in which I was able to trace the course of the tonsillar efferent 
vessels this giand was very little larger than many more of the exter- 
nal jugular group. In children who have reached six or more months 
of age this gland was generally twice or three or four times larger than 
any other, and in every injection of the tonsil it was this enlarged 
gland that primarily received the blue injecting fluid. Does it not 
seem possible that this enlargement consequent to birth ay be due 

to the absorption of toxins through the faucial tonsils? 
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I have chosen to call the lymphatic gland which receives the 
efferents of the tonsil the tonsillar lymph gland. ‘This term is not 
' sufficiently comprehensive, because most probably other lymph 
vessels from the throat, besides those from the tonsil, drain into this 
gland, but the most important infections of the cervical lymphatics 
originate through the tonsil, and because of the importance of the 


Deep dissection of Specimen No. II., showing position of tonsillar lymph gland and its con- 
nection with other glands of the substernomastoid group: 1, internal substernomastoid lymph 
glands ; 2, external jugular vein ; 3, facial vein ; 4, facial artery ; 5, submaxillary lymph glands ; 
6, submaxillary salivary gland ; 7, superior thyroid artery ; 8, tonsillar lymph gland, 9, com- 
mon carotid artery; 10, internal jugular vein; 11, omohyoid muscle; 12, jugular lymph 
trunk ; 13, efferent vessels of tonsillar lymph gland; 14, external substernomastoid lymph 
glands. 


tonsil in the origin of infections, I feel that the term tonsillar is a most 
appropriate one. Certainly, it is convenient to be able to easily 
designate so important and constant a lymphatic gland. 
Following are the descriptions of the individual injections of the 
tonsils. ‘The technique was practically the same in all of them. 
SpeciMEN I.—Child about six months old. The injection in this 
. ease failed probably because there was some obstruction in the 
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injecting needle. Dissection of the neck showed hypertrophy of the 
tonsillar lymph glands. ; 

SPECIMEN II.—Child about six months old. The injection in this 
case was very successful. ‘The tonsil itself became enlarged and 
there was a slight overflow of the fluid toward the faucial pillars, the 
blue color, however, was limited to the fauces. A few injected 
lymph vessels were seen running posteriorly into the sinus pyriformis 


Deep dissection of Specimen No. IV., showing the efferent lymph vessels of the faucial tonsil 
entering the tonsillar lymph gland. The posterior belly of the digastric muscle and the whole 
of the stylohyoid muscle have been reflected downward: 1, parotid gland; 2, stump of the 
stylohyoid muscle ; 3, stump of the posterior belly of the digastric muscle ; 4, tonsillar lymph 
giand; 5, reflected sternocleid stoid muscle; 6, brachial plexus of nerves; 7, substerno- 
mastoid lymph glands ; 8, internal jugular vein ; 9, omohyoid muscle; 10, stylohyoid muscle; 
11, posterior belly of the digastric muscle; 12, hypoglossal nerve ; 13, cfferent lymph vessel of 
the faucial muscle ; 14, facial artery ; 15, position of faucial tonsil. 


and anteriorly toward the base of the tongue. The dissection of the 
neck showed that the blue fluid had entered a slightly enlarged 
lymph gland situated just below the point where the anterior border 
of the sternocleidomastoid muscle is crossed by the posterior belly 
of the digastric. ‘The gland was superficial to the digastric muscle 
just above the facial vein, where it joins the external jugular. A 
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deeper dissection demonstrated that the injected gland belonged to 
the anterior group of the upper deep cervical lymph glands and had 
three efferent vessels, which also contained the blue injecting fluid. 
The connecting lymph vessels between this gland and the jugular 
trunk were dissected out. The most direct route showed that the 
lymph current from the tonsil, in order to enter the jugular trunk, 
had to pass through two or more glands after leaving the tonsillar 
lymph glands. In this specimen, however, I was unable to find the 
efferents running from the tonsil to the tonsillar lymph gland. Figs. 
5 and 6 were made from this specimen. 

SpEciMEN III.—Child one week old. Only a small quantity of 
fluid was injected into the tonsil. The dissection showed a slight 
injection of the glands situated just below the posterior belly of the 
digastric. 

SPECIMEN IV.—Child one week old. A rather full injection of the 
tonsils was made and there was some infiltration of the surrounding 
mucosa. This injection was very instructive, as by careful dissection 
lymphatic vessels could be traced running from the infiltrated tonsil 
directly to the gland situated just below the posterior belly of the 
digastric beneath the anterior border of the sternocleidomastoid 
muscle. This lymph gland was considerably injected, but the 
importance of the specimen was in the demonstration of the efferent 
lymphatics of the tonsil. The course which the lymphatic vessels 
took was as follows: Leaving the tonsillar mass and running pos- 
teriorly and inferiorly, they pass slightly outward beneath the facial 
artery, running along the upper border of the lingual vein, then 
turning directly posterior, they pass between the stylohyoid muscle 
and the internal jugular vein, reaching the upper surface of the ton- 
sillar lymph gland. Fig. 7 was made from this specimen. 

SPECIMEN V.—Child about three months old. Too much fluid 
was injected in this specimen, and, although the tonsillar lym- 
phatic gland and its efferents contained the blue solution, the 
extravasation through the connective tissue of the neck was so great 
as to make it impossible to recognize the topography. 

SpeciMEN VI.—Child about three months old. This injection was 
a most successful one. Quite a large amount of fluid was injected in 
this case without any extravasation. In the throat the fluid was 
limited to the confines of the tonsil and the dissection showed that it 
had followed the lymph vessels through six or more of the upper deep 
cervical glands. ‘The efferents from the tonsil could be traced passing 
in a direction very similar to that described under Specimen IV. 
There were two or three lymph vessels which ran closely together in 
a more or less parallel course. At first they passed obliquely down- 
ward,’ posteriorly, and outward until they reached the facial artery. 
Running beneath this and internal to the stylohyoid muscle and the 
posterior belly of the digastric muscle, they entered the internal 
side of the tonsillar lymph gland. 
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In closing, I desire to express my thanks to Dr. James M. Stotsen- 
burg and especially to Dr. Harold D. Senior for their skilful aid 
in making the injections. 


CONCERNING THE OBSCURITY OF DIAGNOSIS SOME- 
TIMES ATTENDING STONE IN THE KIDNEY; 
WITH REPORT OF CASES.' 


By D. D. Stewart, M.D.,? 


OF PHILADELPHIA. 


THE presence of stone in the kidney is commonly apt to be 
regarded as fairly easy of determination when it exists in other than 
a quiescent state, and is suggested by the usual direct symptoms— 
the occurrence of loin pain, paroxysmal or continuous, with exacer- 
bations aggravated by exertion, shooting into the groin, testicle, and 
thigh, and with the presence of blood in the urine. It is, however, 
well understood that various other morbid conditions of the kid- 
ney—the presence of a neoplasm; slight or, again, easily ascertain- 
able displacement of the organ causing torsion of the ureter; inter- 
mittent hydronephrosis, so produced or induced by a ureteritis; so- 
called ‘“‘nephralgia ” and the like—all simulate stone, and may cause 
its presence to be suspected when non-existing. Eshner* recentl 
in reporting a case, the symptoms of which simulated stone, has 
painstakingly collected from the medical literature a rather exten- 
sive series of cases in which, with unilateral renal hematuria as the 
chief objective symptoms, stone, although suspected in a number, 
was later regarded as present in none.‘ 

With symptoms suggesting stone, the diagnosis is now materially 
helped by the Roentgen ray, and yet both its positive and its nega- 
tive finding may be misleading and sometimes «mischievous; not 
least as concerns the latter is the fact that with too blind dependence 
on its reading an abnormality other than stone, requiring surgical 
interference, existing, may escape consideration, and the ailment 
be regarded as a “‘nephralgia,” although actually due to a condition 
only amenable to operation, such, for instance, as torsion of the 
ureter, the result of a slight or greater degree of mobility of the 
kidney, to a ureteritis, thus or otherwise produced, or to a kidney, 


1 Read before the Twentieth Annual Meeting of the Association of American Physicians at 
Washington, May, 1905. 

2 It is, the sad duty of the Editor to note that this is a posthumous article. Dr. Stewart died 
on June 18, 1905. 

3 Unilateral Renal Hematuria, THE AMERICAN JOURNAL OF THE MEDICAL SciENCcEs, April, 
1908. 

4 Although it should be said that the technique of the operative procedure for the recognition 
of stone was not always above reproach, 
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the functions of which are hampered by adhesions, as in one of the 
cases I report." 

It is said that renal calculus may rarely exist for a long time 
symptomless. The condition of absolutely quiescent renal calculus 
the writer doubts, and regards such cases as those not carefully 
studied as concerns past history and the urinary condition. 

Presumed affections of other organs may be masqueraded by 
renal calculus, the symptoms of stone being so referred ; and contrari- 
wise, gastric ulcer, gallstones, abdominal tumors, and affections of 
the bladder and ovaries may simulate calculus. It is only recently 
that the frequency of the occurrence of loose kidney causing symp- 
toms—i. e., intermittent torsion of the ureter, with moderate hydro- 
nephrosis—has received the attention it should as a cause of loin 
and abdominal pain. In this connection the writer has in mind a 
case seen a few years since with Dr. Lewis Brinton, in which, 
because. of recurring attacks of severe pain in the region of the loin 
and groin, the patient, a young woman, before she came into Dr. 
Brinton’s hands had been operated on for suspected appendicitis, and 
the appendix, presenting a healthy appearance, was not removed. 
The ovary, although equally healthy, was, since no other source for 
the ailment could be imagined. On recovery from the cceliotomy 
the pain recurred as before. The surgeon now by the process of 
exclusion regarded his earlier diagnosis as correct and urged a second 


In the hands of a few experts the z-ray has proved of much service in the diagnosis of renal 
and ureteral stone, but even with these its negative finding cannot always be depended upon. 
The point of vital importance in its use seems to lie in the axiom which I think was first pro- 
pounded by Leonard, that “ where shadows of tissue less dense than the least dense calculus are 
shown in the skiagraph no calculus can escape detection.” In other words, tissue differentiation 
must be apparent.”” Cole’s rule (April 22, 1905, p. 761, cited by Brewer, Medical News) is an 
amplification of this, “ that a diagnosis is not positive unless the outline of the psoas and the 
transverse processes of the lumbar vertebre are distinctly visible in the radiogram, and, further, 
that the edge of the shadow of supposed stone be closely and clearly defined.”” Unfortunately 
there are few, even among those regarding themselves as competent radiographers who, if alive 
to this vital rule, exemplify it in their work, whence arise errors. 

It may be all very well to dilate on clear definition of stone and differentiation of the psoas, 
and to remark, as does a recent writer (Dr. Bevan, Medical News, April 30, 1905), that the 
a-ray has absolutely no fallacies, but it remains true, as Dr. Revan also states, that ‘‘ most of 
the work done with the z-ray in kidney stone has been poor work.’’ Skiagraphers especially 
skilled in this field are not numerous, and even these are unprepared to admit absence of error. 
Leonard’s statistics, which are remarkable when compared with the work generally done, 
show a failure to find but four calculi in 103 cases, out of a total of 331 suspects examined. His 
total errors in this number to the present are ten. One of the cases in which Dr. Leonard failed 
to discover a stone is the first of these related in this paper. In this case the stone was com- 
posed largely of calcium oxalate and was of fair size, and the anteroposterior diameter of the 
patient was not great. Two examinations were made at first by Dr. Sweet, and again two at 
my request by Dr. Leonard. The latter was positive no stone existed, until it later was removed 
by Dr. Keen. This, however, was over five years ago, but at that time Dr. Leonard had already 
realized the importance of differentiation of shadows less dense than the least dense stone ; 
improvement in technique has doubtless occurred since. It is often difficult to interpret the z-ray 
plates in cases of suspected calculus, and not infrequently positive diagnoses err. Thus, peri- 
ureteral bodies of different origin, such as a calcified tip of an appendix epiploica, have posi- 
tively indicated ureteral stone (Brewer, Medical News, April 22, 1905, p. 761), and Caldwell also 
points out that renal and ureteral stones have been masqueraded by pseudoshadows in the 
radiograms of uncertain origin, and that these have deceived experienced z-ray operators. 
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operation for appendectomy. The patient was now brought to me 
by Dr. Brinton; a loose, large, and painful right kidney was demon- 
strated. The symptoms were clearly those of slight intermittent 
hydronephrosis. An immediate nephropexy was advised. ‘This 
was performed by Dr. W. E. Ashton. The patient was immediately 
relieved of, and has since remained free from all discomfort. 

It has not been altogether unusual in my experience to see cases 
with affection of one kidney variously diagnosed as appendicitis and 
as gastrointestinal disease. I recall a Polyclinic Hospital case, seen - 
with Dr. T. S. K. Morton a few years ago, in which appendicitis had 
been suspected, but in which there was a frank history obtainable of 
intermittent hydronephrosis, and in which the ureter could be pal- 
pated as a thickened cord—here an obstructive ureteritis had orig- 
inated the symptoms, and the thickened ureter suggested an elon- 
gated diseased appendix. I have in mind another case sent me by a 
prominent surgeon as one of dyspepsia. The patient had various 
abdominal symptoms and had been under casual treatment by the 
surgeon and his assistant for months as gastric catarrh. ‘The 
abdomen, in the hurry of work, had not been examined. The 
usual routine examination at the first visit disclosed a large and very 
loose right kidney, and a urine examination showed a pyelitis. 
Recovery followed a nephropexy. ‘There are cases other than stone 
in the kidney in which calculus was not suspected, but in which a 
distinct kidney abnormality often associated with stone had been 
referred to another organ, and a too casual examination had at first 
caused error in diagnosis. ‘They are referred to as in line with 
remarks that follow as to diagnosis of some special aspects of renal 
calculus and of kidney conditions simulating stone. 

The purpose of this paper is not to discuss the general subject of 
diagnosis of renal calculus, but to report a small group of cases— 
cases with calculus and without it, though simulating stone, which, 
different in character, present features of such interest as to render 
their detail worth while from the standpoint of diagnosis. 

Two of these were cases of unsuspected calculus, and one at least 
“masked” calculus, in neither of which had the diagnosis been made 
until seen by the writer. These, as well as Case III., the exact nature 
of which is still in doubt, were cases in which the symptoms had not 
been regarded as suggestive of an affection of the kidney. In the 
first of these (renal stone) there were absolutely no direct symptoms. 
In the others, as in Case IV., they were only developed by careful 
inquiry, and the probable diagnosis in each could only be made by 
exclusion and by a study of the urine. One of these cases of stone 
had been in the hands of a surgeon of wide experience for months, 
and was treated as a case of dyspepsia before he was referred to the 
writer. 

In another case which, with symptoms also not directly referable 
to the kidney, had been previously diagnosed as one of neurasthenic 
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gastralgia, I had suspected stone in the kidney, but an exploration 
of that organ by Dr. Keen indicated dense adhesions and ureteritis as 
the cause of the pain. In another, the history of which precedes the 
foregoing, from the first stone had been diagnosed frank renal colic 
with recurring hematuria occurring, a strictured ureter without 
stone was found. In another with symptoms strongly suggestive 
of stone, in which explorations of the kidney had been performed by 
Dr. Halsted, the presence of calculus was still suspected by the 
latter and similarly by myself; later developments demonstrated the 
case to be one of pure hysteria, the renal colic apparently having 
been a mere expression of this condition. Doubt was felt for a long 
time as to the correctness of diagnosis, because of the deception 

ractised by the patient. It is especially desired to emphasize the 
act that renal calculus and allied conditions of the kidney will some- 
times produce symptoms which express themselves chiefly or alone as 
a disturbance in the intestinal tract and that such cases may be over- 
looked unless repeated examination of the urine be made. Attention 
must be called particularly to the first case to be related, in which 
the ailment would have been regarded as a colitis but for the result 
of a study of the urine; also to that of the case which follows this, in 
which the suspicion of kidney stone, when the patient was first seen, 
was converted into a strong probability, on an examination, of a 
specimen of urine voided during the initial visit, showing the pres- 
ence of considerable (microscopic) blood. In the case of C. M., 
referred to me as one of presumed bowel trouble, it was only after 
several visits that a specimen of urine was obtained; then the pres- 
ence microscopically of considerable erythrocytes and their per- 
sistence in each specimen examined subsequently, with absence of 
urethral or bladder disease, caused me to suspect stone. Here so 
unusual was the absence of direct symptoms that operative inter- 
ference was refused by a surgeon, to whose hospital service I at first 
sent him. The history of the case is as follows: 

Case I.—C. M., aged twenty-three years; weaver. Referred to me 
by Dr. R. H. McCamy on October 15, 1898. Symptoms of bowel 
disorder. ‘The history then elicited was: He had developed chronic 
diarrhoea when about seven years of age, which had lasted some six 
years. There had been a good deal of abdominal pain with this, 
from which afterward he had never been entirely free. When he 
consulted me there were soreness and pain extending across the 
abdomen in the direction of the transverse colon, to the extent of 
several inches, and thence downward for a short distance following 
in the line of the descending colon and sigmoid. Here at one point 
(see diagram), two and one-half inches below and one and one-half 
inches to the left of the umbilicus, there was marked tenderness on 
pressure, and about this area colicky pains would occur. With this 

in, and apparently aggravating it, there was a good deal of flatu- 

nt distention of the colon. Physical examination disclosed a 


j 

} 

| 

| 


STEWART: STONE IN THE KIDNEY 231 


myasthenic, dropped stomach, in which a very audible splash sound 
was present five hours after food and drink. Marked distention of 
the bowel and rigidity of the abdominal wall prevented the left kid- 
ney from being readily palpable. On two occasions its lower pole 
was detected, but sensitiveness could never be elicited by manipula- 
tion of the left loin. 

The symptoms suggested a colitis, and only the usual routine 
examination of the urine prevented this mistake being made. The 
urine was clear; of amber color; specific gravity 1020; deposited but 
a light flocculent sediment after some hours’ standing. A fair trace 
of albumin (heat and acetic acid) was present, and microscopically 
an uncentrifuged specimen showed many leukocytes and a few red 
blood corpuscles, with a moderate number of hyaline casts and 
cylindroids. 

Further questioning now elicited the history of a strained back, 
through very heavy lifting, four years before. About a year following 
there was a good deal of pain in the dorsal region and in the left 
side. This afterward disappeared, and the only pain he had had 
lately was that before mentioned in the region of the transverse and 
descending colon. There was no history of gonorrhcea or of past 
or present bladder trouble. The patient was now seen a half-dozen 
times at intervals of one to two weeks. During this time careful 
study of the urine was made both by Dr. Ghriskey and myself. 
There were always present a fair trace of albumin, many erythro- 
cytes and pus corpuscles, hyaline casts, cylindroids, and strepto- 
cocci. Occasionally cells, presumably from the renal pelvis and from 
the ureter, were found. Coincident with marked aggravation in 
attacks of abdominal pain, toward the end of December, red blood 
corpuscles and pus cells were present in the urine in much increased 
number, but the blood or pus never was evident macroscopically. 
The urine was always of acid reaction, of normal color, specific 
gravity 1017 to 1020, 1000 c.c. in twenty-four hours, and never con- 
tained more than traces of free uric acid crystals. Calcium oxalate 
crystals were never seen. Tubercle bacilli were examined for on a 
number of occasions resultlessly. Marked variation in the amount 
of urine voided from day to day was carefully watched for for some 
time, but did not occur. The patient had never had urethral or 
bladder disease. 

The pain had become more paroxysmal, especially when about 
and at work, yet would often appear before rising in the morning, 
and at times was very severe; there never occurred any indication of 
renal colic, or of radiation of pain into bladder, testicle, or thigh. 
The pain followed the path before described from the umbilicus, 
across and thence downward for two to three inches in the line of 
the descending colon, and was at first thought to suggest a colitis. 
It was associated with flatulent distention of the bowels and was 
relieved by the expulsion of gas. 
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I regarded the case as either slight urethral stricture from a pre- 
ceding ureteritis, the result of past injury to the kidney, the result 
of traumatism (strain), or one of renal calculus. The man was a 
poor weaver, with a family dependent upon him, and was most 
adverse to abandoning work for the purpose of exploratory operation. 
His consent was finally obtained in January, three months after he 
first came under observation, at a time when he was temporarily out 
of employment. I then referred him, for exploration of the kidney, 
to the surgical ward in one of our hospitals. Unfortunately, the 
surgeon on duty, after an examination of the case, and detaining him 


Fie. 1 


The cross marks the situation of crampy pain and of sensitiveness ; the right angle the 
situation of persistent soreness, suggesting colitis. 


for some little time in the wards for observation, refused operative 
interference, not regarding the symptoms as suggestive of a kidney or 
urethral ailment. This rendered the patient thoroughly averse 
to surgical interference, and it was not until some months later, 
when I began my service in the gre Bs Hospital, that I could do 
anything further with him. I then him admitted, for explora- 
tion of the kidney, to Dr. T. R. Neilson’s ward. A skiagraph taken 
by Mr. Riegel indicated the presence of a rather large calculus in the 
left kidney, which the operation by Drs. Neilson and H. C. Deaver 
disclosed. 

The stone, of triangular shape, lay in the pelvis of the kidney; 
one end, shaped like a pig’s snout, engaged the mouth of the 
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ureter. The kidney was somewhat enlarged and placed a trifle 
lower than the normal. The stone was of good size when freshly 
extracted, weighing eighty grains. It was made up in very nearly 
equal amounts of uric acid and of calcium oxalate. 

The accompanying sketch, made by my friend Dr. J. Madison 
Taylor, shows the exact size of the stone. For a description and very 
complete analysis of the stone I am indebted to Prof. H. F. Harris, 
formerly of the Jefferson Medical College. In concluding his 
report Dr. Harris remarks: 

“From the various reactions given by the substance composing 
this calculus it appears certain that the nucleus is made up in very 
nearly equal amounts of uric acid and calcium oxalate, and that the 
outer portions are composed almost entirely of calcium oxalate, with 
a small amount of organic coloring matter and probably slight traces 
of other organic substances.” 


Exact size of stone. 4 


. It is of interest that the following case of stone in the kidney had, 
prior to coming under observation, been treated for some months 
as one of dyspepsia by a surgeon of recognized skill. In the rush of 
a busy practice time had not been taken for thorough examination, 
and the presence of intestinal indigestion with marked aggravation 
of symptoms through dietetic errors misled. 

Case II.—W. H. K., aged thirty-six years; bookkeeper. Referred 
to me on December 1, 1899, by Dr. H. F. Hansell. The patient had 
had for over eighteen months pain in the abdomen, which had been 
diagnosed and treated by a half-dozen general practitioners and 
lately by a surgeon as gastrointestinal disorder. The pain was more 
or less continuous and of moderate severity, but with paroxysmal 
aggravation so severe as to “double him up.” These paroxysms 
were usually of very sudden onset, striking him, as he described it, 
“like a shot.” He would be practically free from pain, and then, 
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without physical effort on his part, pain would appear, and become 
of great severity. Pressure applied to the loin and abdomen by the 
hand commonly greatly relieved the pain. Such pressure he applied 
when walking about, and frequently at night on retiring. For a long 
time he had been unable to lie on the right side, because of a par- 
oxysm being thus immediately induced. He could lie with moderate 
ease on the back. Walking about often relieved the lighter paroxysm, 
and pressure by the hand sunk into the loin and upward against the 
ribs would also give him relief. His digestion had not been good for 
a long time, and a slight dietetic error would invariably aggravate 
the pain. ‘There was a great deal of bowel flatulency, but passage 
of gas was difficult. After the expulsion of flatus the pain would 
commonly be lessened. The pain never radiated toward the groin 
or into the loin. 

Eating or drinking anything cold tended to induce a seizure. 
Although of fairly robust appearance, he had lost twenty-five pounds 
in the past year. The skin was of an unwholesome, bronze hue. 
His appetite was slight, and the digestion greatly impaired since the 
ailment first ap 

Blood had never been noted in the urine by the patient, and he 
had at no time remarked frequency of urination or symptoms sug- 
gesting urethral obstruction. His symptoms, as narrated, were to 
me so strongly suggestive of renal calculus that I told him, before I 
examined him, that I thought this the probable diagnosis. Exam- 
ination disclosed decided tenderness in the left loin, more marked 

teriorly and anteriorly in the situation noted in the diagram. 
Along the middle part of the course of the ureter, in the region of the 
sigmoid flexure, palpation was very painful. The left kidney was 
deeply and so highly placed that on the fullest expiration, with the 
abdomen relaxed, its lower pole could only be made out by bimanual 
manipulation. 

The freshly voided urine, examined at the time of his first visit, 
showed an abundance of red blood corpuscles, singly and in large 
groups, and a small amount of free uric acid crystals. The specimen 
was of high acidity. There was a decided trace of albumin. The 
result of a number of examinations subsequently made both by 
mes Ghriskey and myself before operation were similar to the 
above. 

The x-ray examinations were made at my request by Dr. Sweet 
at the Jefferson Medical College, and two by Dr. Leonard at the 
University. As a result, both gentlemen gave the positive opinion 
that no stone existed. I referred the patient to Dr. Keen for explora- 
tory operation, suggesting that the diagnosis lay between stone in 
the kidney and strictured ureter, renal caleulus being the more 
probable, despite the lack of x-ray confirmation. ; 

carat Dr. W. W. Keen on January 6th. The kidney was 
very firmly adherent and placed somewhat higher than usual. It 
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was enlarged and deeply congested. A stone was removed from the 
Ee: It was 12x10x5 mm. in measurement. An analysis made 

y Dr. W. M. L. Coplin showed that it was composed almost solely 
of calcium oxalate.* 


Fic. 3.—Anterior area of pain: a, area of pain ; b, very sensitive to pressure. Shooting pains 
in this area, but never to groin or kidney. 
Fic. 4.—Posterior area of pain. 


The patient made a rapid and uninterrupted recovery, even while 
abed, two weeks after the operation, taking and digesting with ease 
food that previously he had not been able to eat for nearly two 
years. 


1 Tam indebted to Prof. Coplin for the accompanying photograph and for a very complete 
report of his analysis of the stone. 
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A case strongly suggesting the preceding one is now under obser- 
vation, and is worthy of brief narration: 

Case III.—H. M., aged fifty-five years; merchant; first seen 
March 22, 1905. Consulted me on account of “indigestion” and 
“uric acid in the system.” For two or more years past he has had 
attacks, usually at night, of severe pain in the lower part of the abdo- 
men, limited chiefly to the left side. The pain is associated with 
marked flatulent distention of the abdomen, “rumbling and rolling 
in bowels,” and he thinks is so initiated. Expulsion of gas by bowel 
relieves the pain, but he is generally unable during an attack to pass 
flatus. Although not constipated, purging with salts assuages the 
_ pain. Rising from bed and walking about enables him to better 
expel flatus and thus tends to assuage the pain, but if the latter is 
severe a chill is apt to occur on getting up. There is only occasion- 
ally a tendency to frequent urination during the attacks. No altera- 
tion in color of urine observed and no gravel passed. No nausea or 
vomiting during a seizure. Appetite good; careless as to diet; rapid 
eater; teeth in good condition. No symptoms of stomach disorder. 
Much confined in-doors. Five to seven cigars daily; no alcohol; 
‘no lues. La grippe only ailment has ever had. No loss of weight. 

Physical Examination. Color of skin normal. Rather high 
blood pressure; radials trifle thickened; no cardiac hypertrophy or 
valvular lesion; accentuated second sound at apex. 

Abdomen much distended with gas, chiefly intestines; stomach 
undilated; umbilical hernia. Marked sensitive point always present 
two inches below and two and one-half inches to the left of the 
umbilicus—in the situation noted in the case of C. M. No sensi- 
tiveness or pain elsewhere in first examination. Examination of 
stomach contents showed normal secretory activity; delayed motil- 
ity. Urine voided in laboratory: clear, light amber; acid; specific 
gravity 1011; albumin plus normal trace, microscope; no centrifuge 
used; cylindroids; uric acid crystals; leukocytes; few red blood - 
corpuscles. 

rovisional Diagnosis. Arteriosclerosis; abdominal pain on 
expression of the arteriosclerosis, or due to intestinal indigestion. | 

TREATMENT. Diet regulated; fresh air; no tobacco; blue-mass, 
followed by Glauber salt; morning dose of Carlsbad subsequently ; 
tincture nux vomica and nitroglycerin. At bedtime betanaphthol, 
5 grains in tincture ginger 1 drachm. 

No improvement on the above. Pain occurred as before; stone 
in the kidney suspected. Naphthol discontinued; daily examination 
of urine made; all specimens (centrifuged) show red blood corpuscles, 
singly and in groups, with a fair number (about one-third in propor- 
tion to red blood corpuscles) of leukocytes; hyaline casts in small 
number in most specimens; polyhedral cells, presumably from 
tubules, similar to those making up two epithelial casts seen; few 
caudate cells, presumably from renal pelvis; uric acid crystals. 
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Severe attack of pain in left loin night of April 4th, with tendency 
to shoot toward pubes and into the inner side of thigh. Sensitiveness 
in the left loin laterally and posteriorly the morning after, and in‘ 
the abdomen to the left and below the umbilicus. Urine voided 
(11 a.m.): amber, acid; specific gravity 1022; slightly plus normal 
trace albumin; centrifuged twenty-five minutes; red blood cor- 
puscles scattered in all fields, from two to three to eight to fifteen; 
many fields contained over a dozen; a few groups of from four to 
twelve, with a fair number singly; leukocytes in moderate number; 
stray cylindroids and hyaline casts; few granular cells, twice the size 
of polymorphonuclear leukocytes. x-rayed twice by Dr. Leonard. 
Negative. 

Now for a few days no severe attacks occurred. At the present 
writing (April 20th) pain has returned as before, and marked sensi- 
tiveness exists anteriorly from the loin to the pubes, but especially 
along the middle course of the ureter. The pain as described has 
occurred from just below the false ribs to the pubes. Loin sensitive- 
ness to pressure in this examination, but not so markedly as in the 
middle situation of the ureter. 

This case is regarded as either one of renal stone or as ureteritis. 
There are no indications of tuberculosis or of renal neoplasm. It 
resembles in character that of the two preceding. 

There is a rather extensive anteroposterior diameter of the abdo- 
men. Leonard was unable to outline the kidney in the skiagraph, 
but from his negative finding regards stone absent. An exploration 
of the kidney is under consideration. 

-A case resembling the foregoing is the following: In this case the 
diagnosis lay between stone in left kidney or presence of a neoplasm. 
The patient was lost sight of after twelve days’ observation. 

Case IV.—L. J. F., aged sixty-three years; clerk; first seen June 
16, 1902. Referred to me by a colleague for presumed gastrointes- 
tinal disorder. For four or five years he had had a good deal of 
_ distress in the abdomen, in the region of the descending colon, which 
for the past few months had been greatly aggravated, and for a 
few weeks it had practically incapacitated him. Continued sore- 
ness, with attacks of severe colicky pain, lasting from a few hours 
to two or three days; pain usually starts with a griping sensation in 
the region of the sigmoid and ascends to the loin, but is not felt 
laterally or posteriorly. It may be so severe that unless relieved 
he has a sensation of impending death during the seizures. The 
passage of flatus promptly relieves him, as does, too, but to a less 
extent, the application of heat; no frequency of urination; bowels 
much constipated. Eight years before passed a tape-worm, after 
extended and futile treatment. Then had pain in region of the 
sigmoid for a long time. 

Physical Examination. 'Thick-walled abdomen; sensitiveness 
along region of descending colon, and laterally in the loin, but not 
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in the loin posteriorly; impaction of feces; arteriosclerosis; heart 
normal; accentuated second aortic sound at apex. 

Examination of stomach contents shows high-grade hyperchlor- 
hydria; large high enema, and castor oil by the mouth ordered. An 
enormous quantity of hardened feces passed. Obstruction of the 
colon by neoplasm or simple stricture was thought of in the first 
examination. However, 1500 c.c. of fluid were readily passed into the 
bowel without pain or distress after it was first emptied, and subse- 
quently the bowel was inflated without discomfort. Colon and sig- 
moid tympanitic; no abnormality detectable; despite thorough 
evacuation of the bowels attacks of pain occurred as before, and 
_ Sensitiveness in the loin laterally, but not posteriorly, noted. Pain 
shoots into the left testicle. 

Urine Examination June 16th. Acid; amber; specific gravity 
1018; well-marked trace of albumin. Microscopically: all fields 
crowded with red blood corpuscles; numerous leukocytes. Centri- 
fuged specimen showed blood sediment. Specimen June 28th, 
voided in laboratory: clear, light amber; acid; no visible sediment; 
albumin, moderate trace. Centrifuged specimen: all fields crowded 
with red blood corpuscles; few narrow hyaline casts; granular 
debris; stray leukocytes. On careful inquiry fact elicited that five 
weeks prior to his first visit urine on one occasion was noted to be 
very dark, presumably bloody. 

The patient was unwilling to undergo the expense of an x-ray 
examination by a competent man, and would have refused operation 
if stone had been thus detected. He was under observation only 
twelve days. Since then I have been unable to locate him. 

Of these 4 cases, operation disclosed stone in 2, as was previously 
diagnosed. In the 2 last described there is little doubt that the 
symptoms also had seat in the left kidney or ureter, but whether the 
disorder be stone, a ureteritis, or a renal neoplasm it is now impos- 
sible to determine. It is of especial interest that in all these cases 
the symptoms were more or less referred from the offending organ 
to the bowel. In but 1 of the 3 did I suspect stone in the initial visit. 
In the first of these cases described I was originally completely 
deceived as to the nature of the ailment, and only examination of 
the urine suggested it. In Case III. several visits were made before 
the likelihood of the kidney being the seat of the trouble occurred 
tome. In Case IV., also, it was only after attention to the bowels, 
excluding disease here, that the notion of stone or another gross 
kidney lesion was considered. It is especially interesting that with- 
out examination of the urine in the first of these cases of stone the 
correct diagnosis would not only have been impossible, but would 
probably not have even suggested itself. 

I wish especially to call attention to the chief location of pain in 
3 of the cases, which was also manifest, though to a less degree, in 
the fourth (Case II., in which stone was diagnosed and removed), 
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an area of extreme sensitiveness to touch and of unprovoked pain 
below and to the left of the umbilicus, at about the site at which the 
ureter crosses the pelvic loin. I have nowhere seen this symptom 
noted, and my experience in these, and in other cases of stone with 
frank symptoms, suggest it may be of value in diagnosis. 

In Case II., in which the influence of posture on the pain was 
very marked, and in which, as in Case III., the pains were pro- 
nouncedly aggravated at night in recumbency, the pain was referred 
anteriorly along a portion of the ureter covered by the sigmoid 
flexure (see diagram, Case II.). ‘The diagnosis in this case was the 
least difficult. At the initial visit, after eliciting the history, and 
before making a physical examination, I suspected stone, and so 
informed the patient. Here the unvariable aggravation of symp- 
toms through a dietetic error, which coincidently induced bowel 
flatulence, and the marked relief in pain after the passage of gas, 
totally misled his former attendants. 

Of these cases, as remarked, operation disclosed 2 to be renal 
calculus. ‘The second 2, unoperated on, may be here grouped with 
them, as, if not those of stone, at least due to a unilateral renal 
abnormality simulating it. The surface symptoms of all were out- 
side and away from the kidney, thus placing them in the category 
of so-called “masked” calculus. Whether 2 of these be stone is less 
material than that a study of the cases at least made clear the loca- 
tion of the ailment in the kidney previously regarded as having seat 
in the intestines. 

A condition termed arteriosclerotic abdominal pain has lately 
attracted considerable attention, and there is now on record a number 
of these cases’ in which, as described by Buch, as a result of a 
sclerosis of the vessels in the splanchnic area, the chief symptom is 
recurring abdominal pain. The pain is paroxysmal, of frequent 
recurrence, and is induced by the factors exciting anginal seizures 
with which it is in no one group associated. The pains have their 
seat almost always above the umbilicus, and are only exceptionally 
associated with digestive disturbance or meteorism. It is with such 
cases that the second 2 of the above reported might be confused, 
since in these, with attending renal fibrosis, the frequent presence 
of red blood cells in the urine could not be regarded as unlikely. 
The first of these cases (H. M.) in the initial examination, with no 
cause for pain evident, I was inclined to place in this group. The 
ages of each, fifty-five and sixty-three years, and the presence of 
indications of general arteriosclerosis were in its favor. But the 
invariable one-sidedness of the pain, its situation below the umbil- 
icus, and the presence of distinct digestive (bowel) disturbance with 
combined marked meteorism, plus the indications of unilateral renal 
disorder, opposed this view. 

1 Max Buch. St. Petersburger med. Wochen, 1904, vol. xxvii., has recently collected and 
analyzed 25 cases from literature and from his own observation. 
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It should be remarked that in the diagnosis of renal calculus no 
stress is laid on the mere presence of microscopic blood in the urine, 
without other deicenuble symptoms of unilateral kidney disease, 
since it is not unusual for red blood corpuscles to be more or less 
constantly found in cases of chronic nephritis, even with the scant 
presence of casts, and their occurrence through tubule irritation in 
oxaluria and lithuria is well recognized. It is their more or less per- 
sistent presence with symptoms which may be intelligently inter- 
ces to indicate unilateral kidney affections, whether stone or a 
esion of another sort, that is significant in this particular, as it was 
in the four cases just detailed. 

Frank renal hemorrhage, in cases in which both the symptoms 
and a cystoscopic and ureteral examination show to be unilateral, 
may occur without the presence of calculus, as it may without 
apparent evidence of a gross anatomical alteration in the kidney. 
In Eshner’s’ review of the literature of unilateral renal hemorrhage 
he cites several interesting instances, and more recently H. Schiiller,’ 
in a “Contribution to the Study of Hemorrhage from Apparently 
Normal Kidneys,” reports a case of recurring and obstinate “unac- 
countable renal hemorrhage,” shown to proceed from the right 
kidney, in which, by exploration and the usual autopsy incision, no 
gross lesion was found, but in which an examination of a bit excised 
showed evidence of an old inflammatory process. In a review of the 
literature of unconcealed unilateral renal hemorrhage, in cases in 
which gross lesions were regarded as absent, he finds two which were 
not evidently pathological, and these he prefers to class as “unex- 
plained,” rather than to permit such to be described as hematuria 
without lesion, “local hemophilia” (Senator), “essential hema- 
turia,’’*® or “angioneurotic hematuria” (Klemperer), “hemorrhage 
from healthy kidneys,”* The various pathological findings in these 
cases he groups as congenital malformations, diffuse unilateral 
— glomerulonephritis, fibroid degeneration of the fatty cap- 
sule, mechanical lesions and their effects, and a growth including 
such a case as Abbé* described, in which the hemorrhage apparently 
arose from a calcareous incrustation of a papilla. 

He holds that in cases not so included careful examination should 
practically always reveal some organic lesion, however insignificant. 

But the likelihood of the existence of undiscovered stone in cer- 
tain of these cases is not sufficiently excluded. It has only in the 
past few years begun to be generally understood that by mere 
exposure and palpation (in Eshner’s case of unexplained unilateral 
hematuria the kidney was exposed and manipulated, but not 
explored), and even repeated needling* without section, stone cannot 

Loe. eit. ? Wien. klin, Woch., 1904, Bd. xvii. p. 477. 


8 Nitze. Vereins-beilage der Deutschen med. Woch., February 18, 1897, p. 54. 
4 Deutsche med. Woch., February 25, 1897. 5 Medical Record, May 16, 1891. 


* As is remarked by Morris, Renal Surgery, p. 118, “needling the kidney for diagnostic pur- 
poses is most unreliable and should be abandoned.” 
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be excluded, and the likelihood of a calculus of small size being 
overlooked by the usual incision of the kidney and exploration of 
its pelvis been apparent. This difficulty is well illustrated in a case 
reported by Abbé,’ in which, but for the previous unmistakable 
findings, a presumed thorough search for a calculus in an incision 
made through the greater curvature of the kidney into the pelvis 
would have been finally abandoned as resultless, and the case 
classed as one of simple pyelonephrosis. Similar cases in the past 
few years have come to my notice. A study of paraffin casts of the 
pelvis of the kidney and the relation of the pelvis to the calices, 
made in the laboratory of the Episcopal Hospital some years ago 
by Dr. Ghriskey, graphically showed the irregular branching of the 
latter, and explained the difficulty often encountered in finding even 
an unencysted small stone. It demonstrated to us the necessity for 
a section of the kidney of sufficient size that all parts of the pelvis 
may be explored, and by a route to the kidney which also permits of 
ready access to the ureter. 

I wish now to describe three cases of unusual interest, thesymptoms 
of which suggested stone in the kidney, and in twoof which the correct 
diagnosis was impossible without exploration of the kidney. In the first 
case to be related, which occurred before the advent of the Roentgen- 
ray method, there were certain of the usual symptoms of calculus, 
hematuria, both frank and larvated, with recurring attacks of renal 
colic. Death occurred from acute nephritis, complicating an attack 
of influenza, while the case was under observation. A necropsy 
revealed a strictured ureter, which, causing intermittent hydro- 
nephrosis of small degree, with hematuria, originated the symp- 
toms. 

Ureteritis as a cause of simulation of renal calculus is of special 
interest. It is, as remarked by Morris, a disease which has attracted 
more attention in Germany and France than in England or the 
United States, and has been especially studied by Israel. Case II. 
of this series is probably also one of this sort, a ureteritis existing as 
a part of the general perinephritis found. 

The occurrence of hematuria is especially interesting in the case 
to be described as a symptom of slight intermittent hydronephrosis 
due to ureteral obstruction. There are a few of these cases on 
record. Bangs,’ in a search of the literature, was able to collect but 
13 cases in which hydronephrosis was associated with hematuria. 

Case V.—G. W. B., aged twenty-six years. First seen August 3, 
1894. Patient was referred to me for examination by Dr. W. W. 
Keen, with a diagnosis of probable stone in the kidney. He had 
been in good health until five years before. He then, without notice- 
able premonitory symptoms, had an attack of severe pain in the 


! Annals of Surgery, August, 1899, p. 186 ef seg. Observations on the Detection of Small 
Renal Calculi by the Roentgen Ray. 
. ® Medical News, February 11, 1905. 
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right loin. It was of precipitated onset, and of about ten hours’ 
duration. After a two months’ interval of freedom, a second similar 
attack occurred, associated with profuse hematuria, and this seizure 
was followed by others without noticeable hematuria, at intervals 
of from four to six weeks for the first year, about three weeks’ 
intervals during the second, and during the following three years 
had attacks with an interlapse of one to two weeks. In the year 

receding they had been less frequent, not over six occurring at 
intervals of from one to three months. He had noticed it usual that, 
when occurring at about weekly intervals, the seizures were not so 
severe as when a longer period intervened. The onset of nearly all 
the attacks, save the first, was marked by the early occurrence of a 
~ dull aching in the loin, not existing previously, and accompanied by 

chilliness without a rise in temperature. The pain, increasing in 
severity, reached an acme in a few hours, and so continued for some 
hours, and then gradually declined, the dull ache or soreness com- 
monly remaining for two to three days. The fixed pain which 
occurred in the loin with the seizures was not felt laterally or ante- 
riorly, and occasionally radiation along the ureter to the bladder 
was noticed; and in a seizure he had in a day or so after he first 
saw me there had been pain felt in the head of the penis. A mod- 
erate degree of bladder irritability during the attack was common. 
Vomiting was usual during the height of the seizure. The appear- 
ance of the urine, save on the occasion of the second attack, had not 
suggested to him that it contained blood; gravel in some amount he 
had occasionally noticed. He had never remarked increase in the 
amount of urine during the subsidence of an attack, nor diminution 
preceding, nor a sensation of fulness in the loin to suggest a hydro- 
nephrosis. No pain was present in the intervals, and no tenderness 
existed on manipulation of the loin in these examinations. 

During the early period of the seizures the condition of the 
stomach seemed to influence their occurrence. Errors in diet would, 
he said, precipitate an attack. This relation he had not, however, 
noticed very Se. 

The patient had seen several eminent medical consultants with 
Dr. Marcy, his attendant, but, despite the treatment, his ailment 
continued. He was referred to me by Dr. Keen, in order that a 
careful study of his case be made and a course of medical treatment 
instituted prior to resorting to operation, to which the patient was 
. then absolutely opposed. The patient was noted to be of spare 
build; height, five feet six inches. His present weight was 113 
yi a loss of about twelve pounds from his best five years before. 

is general health was fair, apart from the occurrence of these 
seizures. He had never sustained an injury or strain to the back or 
loin in any manner that he could recall. Physical examination of 
the abdomen revealed nothing abnormal, except that at bimanual 
palpation there was a somewhat increased resistance on the right 
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side. There was no indication of tumor, nor was the kidney dis- 
tinctly palpable. ‘Tenderness was absent. 

‘He had previously lived in a malarial district, but never had had 
chills or fever. Repeated blood examination showed no plasmodia. 
Several examinations of the urine in the intervals, and one during 
an attack, all showed red blood corpuscles in large numbers, 
clumped and single; pus cells in moderate number; free uric acid 
in abundance (in freshly voided, centrifuged urine), and on one 
occasion only calcium oxalate. (This examination was made eigh- 
teen hours after voiding.) Casts were always present: hyaline, 
coarsely and finely granulated, broad and narrow, and, sparingly, 
epithelial casts; cylindroids always abounded. Albumin was present 
in moderate amount. Tubercle bacilli were carefully searched for 
over some time resultlessly. Specimens voided during and at the 
termination of a seizure were especially rich in red blood corpuscles 
and in pus cells. ‘Twenty-four-hour specimens were collected over 
some time, to assist in determining whether there were sufficient 
variation to suggest obstruction of the ureter. But there was prac- 
tically no variation over a considerable period, and a constant watch 
for indications of flush-tank symptoms was resultless. 

Considering all the facts in the case, Dr. Keen and myself regarded 
the diagnosis of stone in the kidney as probable. The patient was 
given piperazin in doses of $ drachm daily, which he took for about 
three months, alternating it at short intervals with lycetol in similar 
doses., Curiously, after a few weeks’ trial of the remedy, the attacks 
diminshed in severity, and were apparently not so readily induced 
by exertion as formerly, and he regarded himself as decidedly 
improved. With this view, however, I did not coincide, and repeat- 
edly urged on him the necessity of an exploratory operation, as the 

resence of blood showed no material change, but his apparent 
improvement made him even more averse than at first to operation. 
During October and November he travelled a good deal, and was 
infrequently seen. On October 8, 1894, Dr. Marcy reported that he 
was very ill with influenza, complicated by acute nephritis; that his 
temperature had run very high, and that his urine, which at first 
was voided in full amount, contained much albumin and many casts. 
On the second day of the disease the urine was visibly bloody and 
became diminished in amount. The patient lived in another town, 
and I saw him but once after this with Dr. Marcy. Under active 
treatment improvement occurred, and secretion of the urine was 
re-established. On the seventh day of the disease, while apparently 
doing well, a severe rigor, followed by total suppression of the urine, 
occurred, and he went into a condition of collapse, during which 
death occurred. His mind remained clear throughout the attack up 
to the time of his decease. , 

The post-mortem examination made by Dr. Marcy was limited at 
the request of the family to the kidneys. The right kidney was 


244 STEWART: STONE IN THE KIDNEY 


enlarged and adherent to the adjacent parts. The ureter was 
strictured at a point two and a quarter inches from the pelvis. This 
‘constriction extended for an inch. An ordinary probe, No. 3 of the 
French catheter scale, would pass, but a probe of No. 8 size would 
not pass the obstruction (Dr. Keen). ‘The renal pelvis and the 
ureter above the constriction were dilated; the pelvis contained from 
four to six ounces of bloody urine. The left kidney was also reported 
by Dr. Marcy to be much enlarged and to be “the seat of acute 
inflammatory change.” ‘The specimen was given to Dr. Coplin for 
pathological examination, but, unfortunately, it was mislaid without 
other than the above observations of Dr. Keen and Dr. Marcy being 
recorded. 

In the following case the diagnosis was in doubt for some time. 
The subject was highly neurotic. The symptoms were largely 
gastrointestinal. There were recurring attacks of obstinate and 
severe gastralgia and enteralgia. A careful study of the case caused 
me to place the diagnosis between stone in the kidney and ureteritis, 
but in favor of the former. Operation by Dr. Keen disclosed a 
kidney apparently healthy, so densely bound by adhesions that its 
delivery through the wound was impossible; it was likewise impos- 
sible to gain access to the ureter. The adhesions interfering, as 
they probably did, with the function of the kidney and the ureter, 
were doubtless the cause of the symptoms. ‘The frequent presence 
= microscopic blood in the urine and the finding of streptococci 

ted stone, probably associated with a (microscopic)* pyelitis. 
ve VI.—C. H., aged thirty years; milk dealer. The history 
elicited was that he had been in good health until seven years before. 
Then a condition of mental and physical unrest developed, without 
assignable cause, and he “had to keep constantly on the go.” About 
three years later he had a seizure of a curious character. He was 
nervously apprehensive on rising in the morning, and this continued 
through the day; there appeared a sensation of numbness over 
the whole of the left half of the body, which remained for several 
days; with this, and also continuing for several days, there was a good 
deal of abdominal cramp. He was thus confined to the house a 
week. A second seizure of this sort did not occur until June, 1898, 
(three and a half years later). The third appeared again in two 
months; and since then the seizures occurred at intervals of two to four 
weeks, and lately about two weeks apart. Most of these later seizures 
were as follows: Crampy pain began a little above the umbilicus, 
and thence radiated over the abdomen; the pain was of greater inten- 
sity above than below the umbilicus, and more severe to the left than 
to the right. Colicky pain lasted steadily three to four days, and 
he was commonly housed a week by an attack. During a seizure 
the abdomen was rigid, but not especially distended by gas, nor 


1 Pus cells were always in less amount than were red blood corpuscles. 
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tender on pressure. Pressure rather relieves the pain, as is usual 

in paroxysms of lead colic. The attacks necessitated a free use of 

morphine hypodermically. He had lost fifteen pounds in the past 
ear or two. 

Physical Examination at the Date of First Visit. Chest: Heart 
normal, first sound lacking in tone; lungs normal. Abdomen: 
Liver and spleen, outline normal; neither kidney plainly palpable; 
stomach slightly dropped. Fine tremor about the lips and in the 
tongue on protrusion; purplish line on gums; knee-jerks exaggerated ; 
station and pupils normal; skin of sallow hue. Is an excessive 
tobacco chewer; habits otherwise good. No lues. No neurotic 
family history obtainable. No source of lead poisoning evident. 

Later, the following was elicited: Attacks wie Gene occurred 
between 10 p.m. and 2 a.M., but one recent seizure had occurred at 
6 p.M., lasting two days. This came on before he had eaten supper, 
and while his wife was in the throes of confinement. It occurred 
while he was sitting talking with the nurse, and in no way previously 
nervous or excited. ‘The pain came on gradually, reaching its acme 
in one and a half hours. 

No symptoms of indigestion were prominent, and he has not noted 
(as in the case of K.) that a dietetic error precedes the attacks. The 
bowels were commonly constipated. Examination of the stomach 
contents showed practically normal secretory power and some 
impairment of motility, with imperfect, starchy transformation. 
Blood examination for plasmodium, negative. Urine examination 
first made, negative. 

The diagnosis by a process of exclusion was at first ordinary gas- 
tralgia in a neurotic subject. ‘Treatment directed to improving the 
gastric myasthenia and the general physical and nervous tone was 
efficient. He gained in weight and improved in appearance, and 
the attacks were of less frequent occurrence. After a few weeks’ 
treatment he passed for a time from observation. In July, four 
months after he was first seen, it was noted that in the attacks, which 
still occurred, pain began in the centre of the abdomen, at first slight, 
but soon augmented so in severity as to necessitate the use of mor- 
phine. Pain diffused from the centre of the abdomen to the left 
hypochondrium, and then into the back over the region of the left 
kidney, limiting itself at first to these two situations, and sometimes 
radiating toward the pubes, but finally diffusing over the whole 
abdomen, but lower and more intensely on the left than on the right 
side. He thought the urine was frequently scanty in amount during 
the seizure, but frequent desire to void the urine was not common. 
At this visit I began to suspect the likelihood of renal calculus, and 
then arranged for an x-ray examination. The specimen of urine 
then examined was negative; no albumin and no red blood corpuscles 
or leukocytes noted. On July ist it was remarked that for the past 
few days he had had considerable pain in the left loin through the 
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back, and that he had not been able to lie without discomfort on the 
left side. Urine examination again negative. X-ray examination 
by Dr. Leonard negative as to stone. 

October 3d: my case-book notes four severe attacks since the pre- 
ceding June, each of from three to five days’ duration. In two of 
these the deep-seated, dull ache in the left loin developed as the pain 
anteriorly ceased; this continued for several days (three to four) 
and was of pronounced severity. To ease it he was compelled to lie 
during this time with a soft pillow under the loin. On another occa- 
sion pain occurred along the course of the lower part of the left 
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Fie 6,—In this area constant sensation ot oppression for seven years ; not associated with the 
attacks of cramp. 

Fic. 7.—This exactly represents situation of pain in attack on October llth and 12th. None 
in any other situation. 


ureter. In all the attacks pain was felt in the left hypochondrium, 
extending into the back. 

On October 11th an attack occurred, the pain of which was 
centred in the epigastrium above the umbilicus, and did not extend 
into the back or loin. On November 4th an attack of four days’ 
duration, about forty-eight hours (severely) in the epigastrium, and 
(lightly) for nearly the same period in the left loin. On January 9th 
it was noted no attack since the above, but constant slight or con- 
siderable distress in the left hypochondrium, with a sensation as if 
a heavy weight occupied this region. Urine then voided in labora- 
tory showed scattered red blood corpuscles, and in two flakes a great 
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aggregation of them, together with polymorphonuclear leukocytes. 
Some twelve examinations of the urine were made from October to 
the day of the operation. Three of these were voided during an 
attack. In the latter red blood corpuscles in fair amount were found, 
more numerous in specimen during and at the termination of an 
attack. Pus aiedind single and in groups, were noted. Mucous 
and hyaline cylindroids, hyaline casts, and a fair trace of albumin 
were usually evident, as were on several occasions hyaline casts 
carrying red blood corpuscles and granular epithelial cells, evidently 
from the renal tubules. Some four of the specimens were voided in 
my presence, the urine flushing the urethra being discarded. Crys- 


Attack lasting forty-eight hours. Onsetin centre of abdomen ; pain so severe as to “double ”’ 
him up, diffused to left loin, to the lower dorsal and lumbar region, and left hypochondrium, 
and finally over whole abdomen. 


talline elements were rarely seen in the freshly voided specimens. 
Only once, and that after rather severe muscular exertion, purposely 
undertaken for the examination, a glass of hot water being pre- 
viously drunk and the bladder previously emptied, were free uric 
acid crystals numerous. Then, as on other occasions, there were a 
moderate number of red blood corpuscles and a few hyaline casts. 
Calcium oxalate crystals were never seen. On several occasions 
there were noted present in the suspended mucinous sediment, which 
developed when urine had stood a few hours, a few whitish flakes; 
these were made up of aggregation of pus corpuscles, with red blood 
corpuscles and moderate number of ovoid nucleated cells, twice or 
VOL, 190, NO. 2.—AUGUST, 1905. 
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thrice the size of polymorphonuclear cells. There were also twisted 
mucinous casts, as if from the ureter, which, on addition of acetic 
acid, were found to be made up chiefly of polymorphonuclear leuko- 
cytes. Chains of streptococci were also noted in a specimen exam- 
ined by Dr. Ghriskey. 

Operation by Dr. W. W. Keen January 18, 1900. Kidney 
unusually difficult to reach and impossible to deliver because of 
dense adhesions binding it to adjacent parts. Section and thorough 
exploration through the wound; no stone detected. Repeated but 
ineffectual efforis were made to gain access to the ureter. ‘The 
kidney did not appear especially enlarged, nor its pelvis dilated. 
Dr. Keen stated that no blood was noted to be passed in urine after 
operation, which suggested obstruction of the ureter. 

Recovery from operation without complication. Dr. Minich 
reported to Dr. Keen that on April Ist, ten weeks after operation, 
patient had the “worst attack he had ever had,” requiring ? grain 
of morphine, hypodermically, for its relief, and again in June two 
severe attacks, “the seat of pain being a little to the left of the 
umbilicus.” He has not reported to Dr. Keen or myself since the 
operation, and repeated efforts since the above report to locate him 
have been unavailing. 

A second exploration of the kidney and by the route and method 
adopted by Morris, the oblique lumbar,’ was here regarded as essen- 
tial, in order to gain free access to the ureter, which the indications 
are is the seat of partial obstruction from a ureteritis accompanying 
the perirenal inflammatory process. 

In the case to be described the chief points of interest are simula- 
tion of stone in the kidney in a neurotic; the subject of severe attacks 
of left-side loin colic; resultless exploration of the kidney; a second 
section proposed; a further study excluded stone. Prompt recovery 
followed a change in the patient’s mental condition. 

Case VII.—J. P., aged twenty-five years, married, white, Amer- 
ican, clerical work, consulted me February 12, 1901; the chief points 
in the history then elicited were: 

The first symptoms of his ailment appeared in June, 1899, with 
an attack of left-sided renal colic, of eight to ten hours’ duration; he 
stated a small stone voided; has had recurring attacks of left-sided 
loin pain since then from once to twice a month, and nineteen such 
stones observed by him to have been voided. He has recovered sev- 
eral of these, but had, he stated, given them to one of his previous 
attendants. 

In September, 1899, he had gone to the Johns Hopkins Hospital, 
where he had been an in-patient for some weeks, and was later 
transferred to the surgical side. He said that he had been x-rayed, 
a large stone noted, and that Dr. Halsted had operated in January, 


1 Renal Surgery, Hunterian Lectures, 1898, p. 116. 
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1900, removing a calculus the size and shape of the thumb, but that 
ten days after operation the pains recurred as before. Since opera- 
tion, three or four stones passed, following eight to ten severe attacks. 
Attacks were all very similar. Suddenly appearing severe left-sided 
loin pain, approximately from loin to abdomen, but no tendency to 
shoot toward bladder, testicle, or thigh. Commonly nausea and 
vomiting at the height of attack; sometimes delirious; usually 
requires morphine hypodermically for relief; sitting posture, “chin 
to knees, and head to the left, helpful.” Five years before he had 
had severe attacks of colic, forty hours’ duration, in the same situa- 
tion. Had several hemorrhages, it was thought from the lungs, about 
this time, but a New York consultant had said from the stomach. 
No other past or present indication of lung trouble. Has had 
“chills and fever” every summer for a number of years. Lived for 
many years in the South. Has had the diseases of childhood; in 
adult life pneumonia twice; dysentery for six weeks; several acci- 
dents; operation for double hernia, January, 1898; no syphilis; no 
family history of tuberculosis or carcinoma; moderate alcohol, but. 
excessive tobacco (cigarettes) indulgence; coffee in excess. 

Physical Examination. Lungs normal; heart irritable (coffee 
and tobacco); no valvular lesion; neither kidney palpable; spleen 
not enlarged; liver outline normal; stomach slightly myasthenic; 
inferior border to umbilicus; scar from past hernia operation 
visible. - 

Blood examination for plasmodia, negative. 

Urine Examination. Voided in laboratory day of first visit, clear, 
colorless; specific gravity, 1002; no sediment for microscopic exam- 
ination; albumin absent; February 13th, day specimen: 180 c.c., 
clear; light amber; acid; specific gravity, 1015; small trace of albu- 
min. Centrifuged specimen: scanty sediment; scattered few uric 
acid crystals; stray red blood corpuscles and leukocytes. February 
26th, day specimen: colorless; specific gravity, 1003; no sediment, 

In response to inquiry, Dr. Halsted wrote me that he had operated 
for stone, which he had failed to find, though he thought he had 
explored the pelvis and calices of the kidney very thoroughly, but _ 
, that he now could understand from later anatomical study of the 
kidney how one or more stones might have been overlooked; that 
no x-ray examination had been made; it had been arranged for with 
Dr. Leonard, Dr. Halsted going to Philadelphia for that purpose. 
The patient had failed to keep his appointment, instead had gone 
off and got married. , 

Dr. Halsted regarded it likely that a stone (or stones) was present 
and favored a second operation. The Johns Hopkins Hospital 
medical record of the case prior to operation was interesting. ‘The 
following is briefly noted from it: He had been in the hospital from 
September 3 to 29, 1899. 

Diagnosis: renal colic. Lately sleeplessness; anorexia; palpitation; 
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flatulency; headache only since doing office work (eye-strain) ; ten- 
dency to moist hands and feet; very active dermatographia ; a recent 
history of dysentery; uent attacks of “chills, high fever, and 
sweats on alternate days;” said to have been cured by quinine. 

Physical examination disclosed no abnormality in chest or abdo- 
men; kidneys not palpable; a series of attacks was observed in the 
hospital. Chief points noted in first attack were discomfort in the 
umbilical region, thence to left loin, increasing to pain; very severe; 
vomiting relieved; no radiation to testicle; no retraction (in one 
attack retraction noted); no pain on pressure in region of kidney; 
slight sensitiveness; kidney not pone? After some hours, the 
paroxysm continuing, pain suddenly ceased and 1000 c.c. urine 
voided “in which a little blood evenly distributed, not apparent until 
after standing.” No attempt to micturate during the attack; free 
from pain for forty-eight hours. 6 P.M., a second seizure. Dis- 
comfort in abdomen and loin; two hours later “vomiting and great 
pain in left lumbar region; hot bath and morphine; no relief; during 
spasths of pain delirious.” ‘Pains seemed most severe, but patient 
‘afterward had no consciousness of it.” “Attack ceased about 3 
P.M.; uneasiness continued until 9 a.m. Vomiting frequently pre- _ 
ceded spasm or occurred during seizure. Toward the end of series 
of attacks marked neurotic element.” ‘“Voided no urine since 
6 p.m. last night (September 12th) until 3 p.m. Then 1200 c.c.; no 
blood; no gravel.” fag ese 17th, patient has had a number of 
attacks very similar to those of September 12th. Early during the 
attack 1000 c.c. urine voided. After passing a considerable quantity 
flow suddenly stopped. In about fifteen minutes a little muscular 
spasm felt, but no pain; then a few drops of blood from penis. Flow 
of urine again natural. Testicles retracted; attempts to micturate 
once or twice during the attack unsuccessful.” 

Three records of urine examinations: September 9th: “1000 c.c., 
clear; neutral reaction; pale yellow; specific gravity, 1007; trace of 
albumin; cloudy sediment; stringy pink; red blood corpuscles 
numerous.” “September 10th: 1040 c.c., clear; amber; faintly 
acid ; specific gravity, 1018; mucus cloudy ; calcium oxalate in clumps ; 
occasional pus cells. September 17th: 1040 c.c., turbid; pale yellow; 
faintly acid; specific vity, 1012; albumin, trace. Sediment, - 
mucous cloud; red blood corpuscles and pus cells numerous. 
Exploratory nephrotomy: Section left kidney; thorough explora- 
tion of pelvis. No stone found; no abnormality noted. Typical 


_ attacks of renal colic.” 


\I regarded the case as probably renal calculus, which had been 
overlooked in operation, and in this opinion Dr. Halsted himself, 
in a personal letter, coincided. Two skiagraphs taken by Dr. 
Leonard were negative. Patient admitted to my service at the Epis- 
copal Hospital for observation. Here he remained several weeks 
_in a private room. Out-of-door privileges. A number of observed 
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attacks were similar in outline to those noted occurring at the Johns 
Hopkins Hospital; seizures lasted from a few hours to a day or two; 
pain apparently of intense severity in some; at times then delirious. 
Urine suppressed for twelve hours; then a large quantity of very 
low gravity voided. Morphine demanded for relief of pain, but 
hypodermic injections of water alone in later ones efficient. States 
he passed several small stones in the public urinal during sojourn at 
the Episcopal Hospital, which he could not recover. Many urine 
examinations were practically similar to the foregoing. At the end 
of seizure, volume usually large. Gravity low. In interval, oe 
gravity 1015 to 1021; usually clear; amber; acid; and occasional 

stray red blood corpuscles. Tubercle bacilli looked for pcr ss 
On one occasion, shortly before he left the hospital, and on another 
day after he stated he had passed a small stone, specimen of urine 
asked for by Dr. Ghriskey in hospital laboratory. The patient took 
the glass into an adjacent room; specimen furnished was visibly 
blood-stained. Dr. Ghriskey noted a drop of bright-red blood on 
the patient’s handkerchief. It was believed he had pricked his 
finger and introduced blood into the urine. Several blood examina- 
tions (from finger) had been made in this case, and he had been in 
the habit of watching the work done in the laboratory and often seen 
blood so taken from patients for examination. 

There is a record of twelve urine examinations made by Dr. 
Ghriskey, of single specimens, and of the twenty-four hours’ urine 
during the seizures, at their termination, and in the interval. In all 
the centrifuge was employed; but twice were (stray) red blood 
corpuscles noted. On two occasions the urine was markedly bloody, 
but in the light of present knowledge it is believed, as above re- 
marked, to have been tampered with. 

Despite the negative finding of the x-ray, Dr. Halsted, who was 
communicated with on several occasions while the patient was in the 
hospital, believed stone present, and favored a second exploration. 
This the patient was apparently agreeable to; it was in contempla- 
tion when he suddenly, without previous notice, disappeared from 
the hospital, leaving his wardrobe, including even his watch, and 
he was not heard from for some time. 

Certain features about the seizures, a strong neurotic element fre- 
quently manifest, including the relief obtained during the attacks 
by water hypodermics ; the curious retention of urine for a day or so 
without discomfort; the passage of a large quantity of a gravity 
approaching water; many discrepancies and inconsistencies and 
actual attempts at deception in his statements as to past and present 
attacks, including the asserted passage of calculi, had caused us in 
the hospital to not only recognize a strong emotional element in the 
case, but to question if that were not the whole feature. The subse- 
quent history practically demonstrated the correctness of this view. 
The patient was dissatisfied with his previous clerical occupation, 
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~ and there were several elements in his domestic life that would 
readily serve to aggravate a neurotic tendency. He had an oppor- 
- tunity through influential friends to enter the regular service of the 
army, in which he had during the Spanish War been a volunteer 
officer, and the life appealed strongly to him. On leaving the hos- 
pital he had gone to Washington; successfully passed the civil ser- 
vice and the medical examination, and received an appointment. I 
lately heard from a kinsman of his who had originally sent the case 
to me, that he had been constantly in active duty, and from the time 
of his appointment had remained in good health, and was totally 
free from these attacks. 

This case has been narrated somewhat in detail because of its 
unusual features. Here apparently pure hysteria so mimicked the 
features of renal calculus that his many attendants were deceived. 
An exploration of the kidney had been done with his ready acqui- 
escence, and the second had been contemplated. The attacks of 
unilateral colic were undoubted, but they were apparently, as the 
later history showed, an expression of hysteria. To give verity to 
and emphasize the ailment which the patient himself regarded as 
kidney stone, he had wilfully misled in stating that he had passed 
calculi, as he had attempted to deceive in first relating his history— 
that he had been x-rayed while under Dr. Halsted, and a large stone 
seen, describing the shape and size of the suppositious stone removed. 
He is believed to have similarly deceived on more than one occasion 
in introducing blood into the urine specimen for examination. 


_CERTAIN HYPERTENSIVE CRISES IN ARTERIO- 
SCLEROTIC SUBJECTS. 


By Joun Braprorp Briaes, M.D., 
OF WASHINGTON, D. C, 


AFTER eliminating all cases showing the more profound changes 
of general sna wi. ey all those of gross cardiac lesions, and 
those of manifest interstitial nephritis, there remains an instructive 
group of individuals, presenting many and varied symptoms, but 
only one definite or constant ly sign—that of hypertension 


of the pulse. The patients to whom I refer, coming from every class 
in society, of various occupations and of every diversity of personal 
habit and habits, are alike in virtual age. They are all nearing or 
have a certain grand climacteric; their footsteps have crossed 
the Simplon of the vital Alp, and are definitely tending toward the 
grave. Their actual count of years may be many as we reckon 
them, or few as compared with the improved chances of life expecta- 
tion tables, but one and all they come to us to tell of the first fore- 
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shadowing of their far-off but approaching fate. The signal, what- 
ever it may be and whatever its form, is the “tap on the shoulder” 
of physiological old age, nature’s warning of the lesser death. To 
some it comes as the bill for a long life, to others as that for a hard 
one, while to another group it is but the expression of defective 
vascular heredity—from one and all it demands an account for 
much life lived, and signifies that not so much is left. 

With certain of the forms of this universal signal we are very 
familiar. The pipe-stem arteries, the whitening hair, the joints 
losing their suppleness and the muscles and nerves their agility of 
function, speak with equal distinctness to the layman and to his 
physician. Certain others are appreciated only by the medical 
man—especially that permanent trace of albumin and those few 
tube casts that may be of such an advantage to a man when they 
are properly interpreted at the right time.’ But very, very often, 
when nature is in a kindly mood, she speaks in still milder accents, 
and her softly whispered “Go slow!” is uttered at an even earlier 
period. Early enough, if the admonition be heard and heeded, for 
the period of physiological old age not only to be prolonged, but 
even to be avoided for many years. It is of this admonition, when 
it takes the form of expression of hypertension of the pulse, and 
with some of its relations to albuminuria, that I wish to speak. 

That there is an intimate relation between pathological states 
of high blood pressure and renal permeability to albumin is possibly 
a notorious clinical fact. Numerous observations on widely dif- 
ferent classes of cases—infectious, cardiovascular, renal—early 
convinced Cook and the author’ that if hypertension is not the 
inevitable forerunner and companion of albuminuria, at least in 
any individual the ‘clinical gravity, if not the actual measurable 
degree of his albuminuria, is generally roughly parallel to the line of 
elevation of his blood pressure. To claim that every albuminuric 
event in the previously healthy, or every increase in albuminuria 
in those whose kidneys are already intolerant, is necessarily preceded 
by a dramatic rise in blood pressure, and immediately caused by 
it, would not meet the facts.* But that in the majority of patients 
whose albuminuria is at all a cause for anxiety, the clinical measure- 
ment of blood pressure is capable of furnishing an early danger 
signal, and even of serving as a handmaiden to the successful thera- 
peutist, is a statement easily susceptible of proof. Janeway‘ recog- 
nizes the emphatic importance of hypertension in connection with 
the contrected kidney, and gives a striking illustration of its worth 
as an aid in a differential diagnosis. It is not so much with cases 

1 Osler, New York Medical Journal, November 23, 1901. 
Veet Clinical Observations on Blood Pressure, Johns Hopkins Hospital Reports, 
‘ ‘Erlanger and Hooker, American Journal of Physiology, 1904, vol. x., Proceedings of the 


American Physiological Society, p. 16. 
4 T. C. Janeway, The Clinical Study of Blood Pressure, 1904, p. 172. 
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of this that these notes will have to do, as with another clinical 
group, the vascular origin of whose renal lesion is beyond question, 
and in whom vascular and vasomotor changes may be followed, 
as they determine variations in the state of the kidneys. However 
clear as pathological entities the “true granular” and the patchy red 
arteriosclerotic kidney may be, and however certainly their urines 
may be recognized and even differentiated from one another, it is: 
far from true that every arteriosclerotic individual, whose urine at a 
certain examination shows a trace of albumin, is suffering from 
one or the other of these gross lesions. It is understood, of course, 
that we are not referring to the acute febrile, nor the cyclic or other 
albuminurias of a transient nature. Entirely aside from such con- 
ditions I believe we may detect traces of albumin in the urine at a 
time when the kidney has suffered no irreparable structural damage, 
and when its impermeability to proteids in solution may perhaps be 
fully restored. ‘The prenephritic stage, if the term may be per- 
mitted, is never so frequently recognizable as in the subjects of gener- 
alized arteriosclerosis. In the absence’ of any profound altera- 
tion in the vessels of the kidney itself, the circulatory changes in 
the arterially aged man, when widespread, are in themselves com- 
petent to produce a state of increased renal irritability, as it were, 
and to further the action of a congeries of renal nox, without of 
themselves inducing a permanently recognizable change in the 
urinary habit or constitution. The spectral “albumin, a trace,” 
is a very probable visitor of the man with palpable radials, but his 
calls may in some instances be very often repeated before he settles 
down in permanency as an unwelcome memento mori. 

Case 1.—Mrs. G., aged sixty-five years, an active woman, rather 
neurotic, with nothing in her previous history that bears on the 
present subject. In January and February, 1904, the patient 
suffered from influenza, bronchial symptoms predominating, and 
was convalescing in bed when I first saw her. She was weak and 
somewhat anzemic in appearance, but well-nourished and apparently 
in fair general condition. At no time had the urine been abnormal 
in amount or quality. : 

About the middle of February Mrs. G. began to complain of 
general headache, the pain becoming progressively worse and 
being associated with some mental dulness. The bowels were 
constipated; the urine somewhat diminished in amount. After a 
week of this condition the headache became quite severe, and one 
morning there was a definite clonic convulsion, more pronounced 
on the left side, involving the head and neck as well as the legs. 
Soon afterward I was called to see the patient. She was dull and 
stupid, breathing irregularly with partial Cheyne-Stokes respiration, 
though not at all comatose. The radial arteries were just palpable. 
Heart normal as regards position and sounds, except for definite 
accentuation of theaortic second. The reflexes were not exaggerated 


a 


BRIGGS: HYPERTENSIVE CRISES IN ARTERIOSCLEROSIS 255 


when the patient was quiet. While observing her, two minor con- 
_vulsions were seen, affecting mainly the left arm and the face. The 
pulse was not rapid, regular, and of a deceptive and peculiar char- 
acter that has been dealt with in another place’—so small as to 
suggest “‘weakness” (low tension) to the palpating finger. Acting 
on the apparent indication of the touch character of the pulse, 
strychnine (gr. y45) had been given hypodermically, but only with 
the effect of exaggerating the spastic symptoms as well as the sub- 
jective malaise. ‘There was very slight oedema of the ankles. A 
measurement of the systolic blood pressure was made at once and 
it was found to be 235+ mm. Hg. (Riva-Rocci, narrow arm-piece, 
Cook’s old design). The absence of inequality of the pupils, of 
any palsy, of deviation of the head or eyes, and the state of the 
reflexes seemed to negative the possibility of an intracranial lesion, 
and the urine was at once examined. It was pale and clear, of 
specific gravity 1005, acid in reaction. There was a large trace 
of albumin, no sugar, no indican, urea por 6 gm. to 1 litre. 
There were a few casts, both hyaline and granular, but no abnormal 
cellular elements nor blood. 

Liquid diet, purgation, diuresis, and vasodepressants were 
advised, with intermission of all vasostimulant medication. With- 
in twenty-four hours the blood pressure had fallen below 200 mm. 
Hg., and in thirty-six hours to 108 mm. Hg. The urine still con- 
tained albumin and casts as before. Headacheceased. In forty-eight 
hours the urine was free from casts, it contained the faintest deter- 
minable trace of albumin, and its specific gravity had risen to 1018, 
while the systolic blood pressure was 165 mm. Hg. There was no 
suggestion of return of the convulsions, and the patient’s subjective 
well-being was quite restored by the fourth or fifth day, when the 
blood pressure oscillated between 130 and 155 mm. Hg., and the 
urine was free of albumin and casts, of specific gravity 1020, daily 
quantity 1800 to 2100 c.c., urea 20 to 24 grams in the twenty-four 
hours. 

In the past year there has been no return of symptoms. Frequent 
urinary examinations consistently fail to reveal any trace of a patho- 
logical condition. 

In this case we have condensed into the space of a few days the major 
features and events of chronic (arteriosclerotic) interstitial nephritis. 
The absence of blood in the urine, of suppression, of every character- 
istic point, prevent the ascription of the term “acute inflammatory” 
to the senal Grcuiies: while the headache, the convulsions, the slight 
cedema, every general symptom and sign, debar us from describing 
the urinary changes as those of a “grippal,” toxic or febrile, insignifi- 
cant albuminuria, and yet for over a year since the attack recited 


the patient has passed urine of unimpeachable quality and quantity, 


1 Cook and Briggs, loc. cit., p. 500. 
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and has been quite free of any symptoms that might point to the 
great twin filters. Aside from the accentuation of the aortic second 
sound, which persists, and the slight recognizable sclerotic changes 
in the peripheral vessels, physical examination today reveals 
nothing abnormal. ‘The blood pressure is constantly below 170 mm. 
Hg. Mrs. G.’s sole complaint is of a tendency to precordial flut- 
tering sensations, without dyspnea, on exertion—and these appear 
to be perfectly controlled by small doses of the iodide. ‘That her 
regimen of “much fluid, little meat,” and avoidance of overstrain, 
together with an occasional course of the great alterative, has pre- 
served her, for the present at least, from permanent and serious 
renal damage, seems a just assumption. ; 

Case II.—Mr. S., aged fifty-eight years, consulted me in June, 
1904, for headache, anorexia, diarrhoea, and slight vertigo, which 
had troubled him for two or three days past. No previous attack 
of this nature. No infection for many years previously. Smokes 
a great deal, is a moderate but regular user of alcohol, works hard, 
and lives well. Does not rise at night to urinate. Is never dyspnoeic 
and never noticed any cedema of ankles. Is of a costive habit. 

On examination the patient shows a marked degree of general 
arteriosclerosis. ‘The cardiac apex is in the fifth interspace, 11 cm. 
from the midsternal line. Heart impulse forcible. The aortic second 
sound is ringing and accentuated; otherwise the sounds are normal. 
Pulse regular, 68 per minute, very hard. Systolic blood pressure 235 
mm. Hg." in the recumbent posture. Urine, acid; specific gravity, 
1018; a trace of albumin; a few hyaline casts, but no other formed 
elements; urea (the next day) 24 gm. in twenty-four hours, with a 
total quantity of 1850 c.c. _ : 

Treatment. Alcohol and tobacco proscribed for the time being. 
Purgation. Sodium nitrite gr. ii t. i. d. for three days; then 
potassium iodide gr. viii t. i. d. Meat once a day. Moderate 
open-air exercise. 

By the fourth day the patient’s blood pressure had fallen to 175 
mm. Hg. (sitting posture); he was quite free from symptoms, and 
the urine of specific gravity 1022, twenty-four hours’ quantity, 
1900 c.c., showed no albumin or casts. A week later the urinary 
findings were the same. Blood pressure (sitting) 160 mm. Hg. 

Twice since then has Mr. S. been afflicted by precisely similar 
symptoms, once a few days after an excessive meal with subsequent 
constipation, and once in association with exposure and slight alcoholic 
excess. In the second attack there was for two or three days a 
little cedema about the ankles. On each occasion albumin and 


1 Though the figures presented in this paper, having been obtained with a narrow (5 cm.) 
armlet, are not absolute, and so subject to criticism, it is to be remembered that what interests 
us here is the change in the blood pressure, not its absolute height. The figures obtained with 
a 12cm. armlet would differ from those here presented; but the facts and our conclusions 
would not be altered. (Janeway, op cit., p. 81.) 
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casts appeared in the urine, in association with blood pressures of 
from 200 to 250 mm. Hg., and the reduction of hypertension to 180 
mm. Hg. or below was in each instance readily accomplished and 
followed by a rapid disappearance of abnormal constituents from 
the urine. Repeated examinations of the patient in the intervals, 
when he is always subjectively in splendid condition, show blood 
pressures constantly between 165 and 185 mm. Hg., and urine 
absolutely normal as regards quantity, specific gravity, albumin, 
casts, and urea. 

The case is striking. That albuminuria and suburemic symp- 
toms should have appeared three times within nine months, and 
leave no perceptible lasting injury behind them, must speak well for 
the quality of renal parenchyma provided in Mr. S.’s construction. 
Knowing the patient’s habits and disposition, it seems almost 
certain that the next few years will deal more severely with him, 
and that at no distant date his urine will show a constant trace of 
albumin, and that his intervals of complete well-being will be at the 
least clouded. 

Case III.—Mr. W., aged eighty-two years, a fairly well-preserved 
man of his years, with advanced sclerosis of all the peripheral 
arteries. Has been operated upon for prostatic enlargement, and 
has constantly some pyuria, but without any evidences of nephritis. 
Blood pressure is constantly 180 to 200 mm. Hg. (arm 23 cm. in 
circumference). 

Between August, 1904, and January, 1905, Mr. W. had five con- 
vulsive seizures. Three of these I have seen. In each instance the 
patient, after feeling vaguely unwell for a period varying from ten 
minutes to as many hours, has complained of peculiar sensations 
in the right hand and arm, soon followed by definite clonic spasms 
of the extremity. ‘The attacks have lasted for from two hours to 
twelve, have always involved the head and neck on the same side, 
and on three occasions the right leg has been involved in the rhythmic 
spasm, which is quite suggestive of that of the second stage of 
epilepsy—the movements are rapid, 120 to 160 to the minute, vibra- 
tory, and in violence quite exceed that of any tremor. In their 
distribution and character they have been strikingly suggestive of 
the unilateral posthemiplegic movements described by Weir Mitchell. 
Two attacks which I witnessed were associated with marked, but 
transient, motor aphasia. With the cessation of the movements 
Mr. W. is left in absolutely unchanged condition, except for an 
exaggeration of the tendon reflexes on the right side, which is never 
apparent after two or three days. The attacks are evidently merely 
a cerebral symptom of Mr. W.’s extensive arteriosclerosis, transient 
attacks of a hemiplegic nature, from which, as Osler recognizes, the 
recovery tends to be perfect. ‘That they are, moreover, determined in 
their onset by a vasomotor element, seems to be evident from the 
blood-pressure observations which I have been able to make. Mr. 
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W.’s blood pressure in three attacks observed has been between 230 
and 300 mm. Hg. At no time in the intervals between attacks has 
it ever been found above 200 mm. Hg. Blood pressure lowering 
medication (sodium nitrite) has always been efficient in terminating 
the attack, and the patient has had no further seizures since the 
institution of a regimen of potassium iodide, with an occasional 
course of the nitrites when indicated by the blood pressure. 

Of interest in connection with the preceding cases is the fact that 
urine passed during two of the attacks personally seen contained 
large numbers of hyaline and granular casts, while the urine of the 
intervals only contains cylindroids, with at most an occasional 
hyaline cast. At the end of one seizure the urine (specific gravity 
1018) contained a trace of a reducing substance which yielded CO, 
on fermentation with yeast. ‘The trace of albumin constantly 
present is no more than may be referred to the amount of pus in the 
urine. 

Case IV.—C. M., laborer, aged thirty-nine years. No lues; 
moderate with alcohol; no infections since those of childhood. The 
patient’s father died of apoplexy at forty-eight, his mother of Bright’s 
disease, and an older ‘a kidney trouble. This man com- 
plained of little but vague digestive and other apparently neurotic 
symptoms, but his radial arteries were easily palpable, his systolic 
blood pressure was 190+ mm. Hg., his heart slightly enlarged, and 
the aortic second sound was accented, while his urine contained a 
considerable trace of albumin and some cylindroids, but no casts. 
Reduction of the blood pressure to an average of 160 to 170 mm. 
Hg. by measures of personal hygiene, regulation of the bowels, the 
nitrites, and small doses of potassium iodide, was attended by 
substantial betterment of the subjective condition, and the albu- 
minuria became inconstant, instead of being evident in every speci- 
men, as when first seen. What is of interest is that when further 
attempts at vasodilatation were made, and the blood pressure was 
reduced to a mean level of 150 mm. Hg. or below, the albumin 
appeared in much larger traces and constantly, and the patient 
complained of feeling as badly as when his blood pressure was 
allowed to remain around the 200 mm. Hg level. 

Further critical discussion seems unnecessary, and the histories 
cited, to those familiar with the writings of Cook, Janeway, Clifford, 
Allbutt, and others, may in themselves justify the following state- 
ments: 

1. Albuminuria (and cylindruria) in the subjects of generalized 
arteriosclerosis, where no other cause is at work, is always accom- 
panied by a state of high blood pressure. 

2. Intermittent attacks of hypertension of the pulse and con- 
comitant albuminuria, separated by longer or shorter intervals of 
normal blood pressure during which the urine is normal, may be 
the only clinical expressions of a generalized arteriosclerosis. 
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3. Therapeutic relief of hypertension in this general class of 
cases, if not carried too far, will tend to relieve the pathological 
condition of the urine. In acertain number of cases we may reason- 
ably hope by this means to postpone the onset of chronic renal 
changes. 


TINEA VERSICOLOR IN AN INSTITUTION. 
By Henry J. Nicnots, M.A., M.D., 


INTERNE, GOVERNMENT HOSPITAL FOR THE INSANE, WASHINGTON, D. C. 


ALTHOUGH it is one of the mildest of parasitic diseases and, in 
fact, hardly more than an epiphenomenon in the struggle of the 
organism with disease, tinea versicolor has, nevertheless, had an 
unusually interesting history, and one which strikingly illustrates 
the ups and downs of scientific opinion. In spite of two fairly 
clear differentiations, the earlier writers persisted in confusing 
the lesions with pigmentary diseases such as vitiligo, chloasma, 
and lentigo. After the discovery of the fungus pathologists at- 
tempted to identify it with tubercle bacillus, with non-pathogenic 
organisms, and with the fungi of other skin diseases. Clinicians 
have long vainly sought to prove that the affection is frequently 
associated with certain conditions of the skin and certain consti- 
tutional diseases. And systematic dermatologists have dogmat- 
ically held that the disease is confined to certain parts of the body 
and to certain periods of life. 

In the support and dispute of these and various other opinions 
the subject has been considerably exploited and many points have 
been settled. Considerable uncertainty still exists, however, in 
regard to the classification of the parasite and the means of culti- 
vation, but more particularly, from a clinical standpoint, in regard 
to the predisposing causes of infection, the question of contagion, 
and the age limits. The following observations were made with a 
view of obtaining, if possible, some information on these points, 
and were suggested by an opportunity of observing a series of cases 
at an institution which seemed well suited for such a purpose and 
by the possibility of consulting the literature upon the subject in 
general. 

CuinicaL History. As Sennert says, it is incredible that the 
disease did not exist among the ancients, but no information con- 
cerning its antiquity is obtainable because, as he explains, we do 
not know by what names many kinds of macules and tuber- 
cles were designated by the Greeks and Romans. The earliest 
reference found is that of Solenander, who in 1596 described 
the affection, without naming it, as a symptomatic one, arising 
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“ex succo et humore melancholico,” and prescribed vegetable drugs. 
Sennert in 1629 wrote a section, “De maculis a Germanis epaticis 
dictis,” and says that the lesions and the German name “ Leber- 
flecke” are very well known to the laity. He holds that the cause 
is undoubtedly a melancholy humor, but announces distinctly 
that the spots are different from the lentigines. In 1799 Robert 
Willan introduced the term pityriasis versicolor as synonymous 
with maculze hepatice, and says that probably chloasma and 
vitiligo should not be included under this head. He ‘notes that 
the spots have been attributed to eating fruit, mushrooms, etc. 

The statements of Sennert and Willan on the classification of 
the lesions stand out from the confusion caused by the majority 
of early writers who ranked them either with lentigo (Platerus), 
vitiligo (Sauvages, 1768), ephelis (Alibert, 1814), or chloasma 
(Wilson, 1863). Even after the discovery of the fungus in 1846, 
the uncertainty remained nearly as great through the efforts of 
the clinicians, to say nothing of those of the pathologists. Thus, 
Wilson denied the existence of the fungus, and Bazin attributed 
all pigmentary lesions to it. Jonathan Hutchinson, who in 1859 
thought that a case of pityriasis versicolor had been contracted 
from a case of ringworm, as late as 1889 held that pityriasis versi- 
color, ringworm, and eczema marginatum were all due to one and 
the same fungus. In the course of time, however, it has become 
gradually and generally recognized that the disease is due to a 
specific organism. 

When we turn to other aspects of the question, we find a con- 
flict between various clinical dogmas and an appeal to cases. One 
of the oldest and most firmly fixed dogmas was that the lesions 
occur only on parts of the body covered by clothing. For instance, 
Kaposi stated that the face, hands, and feet are never affected. 
Another belief much in vogue relates to the age limit; thus Kaposi 
again says the disease is never met with in children or in the old. 
And almost every writer has something to say on predisposing 
causes, such as oiliness, dryness of the skin, excess of perspiration, 
or intestinal and general constitutional diseases. 

These views have been contested by reports of cases in point. 
In 1880 Unna cited the case of a bearded man, the lower part 
of whose face was affected, and quoted his own case to the same 
effect. In 1885 Biart reported a case in which the lesion had 
extended from the neck over the left cheek and onto the forehead. 
In 1896 Smith, in answer to a statement in Morrow’s System, told 
of a man the dorsal surfaces of whose feet were alone affected. 
In 1899 Gottheil gave an account of a Cuban physician who had 
had black spots on only his left palm for fifteen years. These 
proved to be due to the organism in question. In 1899 Powell 
was prompted by a dictum of Bosanquet to note that the face is 
frequently affected in Assam—a fact which he attributes to lack 
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of soap and frequent bathing. In 1901 Allen referred to a number 
of cases of versicolor of the face, and gave photographs of three cases. 
Thus the face, hands, and feet, though infrequently infected, are 
shown to have no immunity. 

In regard to age, data are scarce. In 1887 Phillips exhibited a 
boy of seven years who had symmetrical lesions on the back and 
chest; and Matakieff, in 1899, found an infection in 10.8 per cent. 
among over 1000 old patients. 

As to predisposition, Hublé, in 1886, denied the influence of any 
special season, mode of life, sex, nutrition, or temperament, and 
says we must acknowledge our ignorance, unless we are willing to 
fall back on “‘idiosyncrasy.” Allen, in 1901, failed to find the 
infection associated with phthisis, dyspepsia, seborrhcea, or any 
severe disease. 

A few miscellaneous features have been reported. Taylor, in 
1873, related the case of a man who had been on large doses of 
potassium iodide for four days, when his entire back became bluish- 
black. It was found that the patient had tinea versicolor of the 
back, had worn a freshly starched shirt, and the coloration of the 
reaction between the iodide and the starch had been taken up by 
the scales. Unna has described several cases of a rapidly growing 
ring-formed lesion. Allen, in 1901, found an infection under the hair 
of the pubis frequently associated with infection of other parts of 
the body, and believes that this is a source of reinfection. He 
also speaks of Lugol’s solution or the tincture of iodine to dis- 
tinguish parasitic lesions, which turn a mahogany color, from 
non-parasitic lesions. Sobel, a few months later, wrote an article 
on “Pityriasis Versicolor, with Special Reference to Allen’s Iodine 
Test,” in which he testified to its value. It is undoubtedly of some 
use, but was introduced in 1882 by Besnier and Balzer. 

History OF THE ParasiTE (Microsporon furjur; Malezzia fur- 
fur). The term microsporon was introduced into the literature 
by Gruby, the eccentric physician and investigator of Paris, who 
in describing the fungus of phytoalopecia in 1843 called it micro- 
sporum (1844, microsporon), on account of the smallness of the 


spores. 

th 1846 Eichstedt, of Griefswalde, announced the discovery of 
the parasite in a short paper, “ Pilzbildung in der Pityriasis Versi- 
color,” including two minute drawings, but gave the fungus no 
name. His attention had been directed to the subject by a visit 
from a laborer with an extensive skin affection, who said that he 
had contracted the disease from sleeping with another laborer, 
and that in turn he himself had passed it on to his brother in the 
same way. Eichstedt made a scraping of the skin and found the 
spores, and, after clearing with caustic ammonia, found the threads 
as well. After observing the same elements in other cases, he 
became convinced that pityriasis versicolor, as well as prurigo 


262 NICHOLS: TINEA VERSICOLOR IN AN INSTITUTION 


lupinosa (favus) and aphtha, was produced by a fungus, and ex- 
pressed the hope that this discovery would put an end to the inter- 
nal treatment of the disease. 

In 1853 Charles Robin, in a systematic work, made a genus out 
of Gruby’s microsporon, and for Eichstedt’s organism made the 
species microsporon furfur. He said he had not verified the facts 
himself, but from Eichstedt’s and Sluyter’s descriptions and drawings 
he concluded that the organism was generically a microsporon, and 
had the specific differences from the other forms already described. 

The discovery of fungus was soon followed by attempts at pure 
culture, inoculation, and classification; but while inoculation has 
been accomplished, the question of culture and classification is 
still unanswered. Kobner in 1864 reported that after a long time , 
he succeeded in infecting himself over the sternum and then trans- 
ferred the growth to rabbits. Grawitz in 1877 had obtained cul- 
tures which he believed showed that the organisms of favus, tinea 
tonsurans, and pityriasis versicoior were identical with oidium 
lactis, but in 1886, after some further work, became convinced 
that they were all independent. Neuman in 1880 said that he 
had observed under the microscope a segmentation of the spores 
and the production of tubes from spores. 

In 1886 Duguet and Hericourt seemed to be on the point of 
making a new epoch. They cited three cases of consumption in 
which no bacilli were found, but in which occurred elements re- 
sembling those of microsporon furfur. These, when injected into 
animals, produced tubercles; when grown in milk or bouillon, 
bacilli appeared at the top of the tube, while lower down were 
found the anaérobic spores. By a change in the reaction of the 
media, or by heat or cold, they made the spores replace the bacilli. 
They concluded that the bacillus of Koch was but one stage of 
the growth of microsporon furfur, and believed that this discovery 
would explain why the bacilli are not found in tuberculous glands, 
etc., and would affect prognosis and treatment. Nothing has 
since been heard from these gentlemen, and their experiments 
have been repeated and results disproven, although of course they 
were never to any extent accepted. It is improbable that 
they were dealing with either tubercle bacilli or with microsporon 
furfur. 

Hublé in 1886 wrote an article to prove that the disease is trans- 
missible, especially by sexual intercourse, and expressed the belief 
that this fact would be of medicolegal importance in some cases 
of assault. He also gave instances of indirect transmission by 
infected clothing, and succeeded in infecting himself and a com- 
panion in the fold of the elbow by applying the scales in glycerin; 
the growth appeared in two to six weeks. Lancereaux’s account 
in 1875 of the accidental infection of himself and wife had been 
considered inconclusive by Besnier and Balzer in 1882, 
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Many names have been proposed for the parasite, but, aside 
from microsporon furfur, the only one of importance is Malezzia 
furfur, which Baillon proposed in 1889 in honor of Malezzia. While 
he did not give any valid reason for rejecting the term microsporon, 
he believed that the differences were great enough to justify a new 
name. 

Sehlen in 1889 had obtained likely cultures, but had no success 
at infection; and in 1890 Sehlen and Unna obtained further cultures 
in 5 out of 7 cases, but were unable to infect anyone with them. 

Kotliar in 1892 claimed to have obtained a pure culture, and 
to have infected rabbits with it; but its cultural characteristics 
threw doubt on its specificity. Spietschka in 1896 reported that 
after many failures on various kinds of media he had obtained 
pure cultures from 12 cases, had infected man, and had reobtained 
the parasite in pure cultures—thus fulfilling Koch’s postulates 
for a specific organism. 

Vuillemin in 1899 justified Baillon’s term Malezzia furfur on 
the ground that he had discovered a new specific character, namely, 
spiral ridges on all globules, including those formed by budding 
of the other globules, those springing from the mycelia, and those 
which give rise to mycelia. He said that until the discovery of 
some such character it was questionable whether the filaments 
and globules belonged to the same organism. Matakieff, a pupil of 
Vuillemin, in a thorough-going thesis in 1899, recorded the pres- 
ence of the ridges in a large number of cases. He also found the 
bacillus mesentericus fuscus present in the brown scales, but not 
in the lighter scales, and concluded that it has something to do 
with the coloration of the lesions. 

Sabourand in 1900 expressed a doubt that any author had surely 
obtained a pure culture on artificial media. This sort of remark 
prompted Matzenauer in 1901 to state that Spietschka had settled 
the question, and to give an account of a pure culture he had 
obtained two years before. Out of several hundred plates he 
isolated two pure cultures, but was unable to infect the skin with 
them. 

In regard to classification, Pinoy, Goedelst, Vuillemin, and 
Sabourand agree that position of the organism is undetermined. 
Pinoy favors putting it among the fungi imperfecti along with 
streptothrix, while Vuillemin inclines to the ascomycetes, on ac- 
count of its modes of reproduction . 

SPECIAL OBSERVATIONS. ‘The cases observed occurred among 
709 male patients in the service of Dr. H. R. Hummer at the 
Detached Buildings in the fall of 1904. As far as could be learned 
none of the patients had previously been treated for this disease. All 
the patients were examined stripped, and 113 were found to pre- 
sent lesions which might possibly be those of tinea versicolor. 
These cases were then taken ie in groups and scrapings made 
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in each case. The scales were mounted in equal parts of liquor 
oe asse and glycerin and examined after a few hours with the 

igh power; if necessary, fat and foreign coloring matter were 
removed by alcohol and ether, and several specimens were examined. 

Forty-two cases, or 5.92 per cent. of the population, proved 
to be infected. Of the 71 negative cases about one-third were 
instances of seborrhoeal eczema; another third resembled a special 
group of infected cases which will be mentioned later, and the 
remainder were divided between the desquamation of the last 
stages of tuberculosis, senile atrophy, and a few undetermined 
cases. 

In regard to frequency, the number is fairly high. Hublé, of 
Toulouse, found an infection of 1.6 per cent. among 2360 soldiers 
between the ages of nineteen and twenty-four. In a part of India 
4 per cent. of 2540 prisoners were infected (Bulkley). Matakieff 
reports an infection of 6.25 per cent. among 80 patients at a hos- 
pital in Nancy, and the infection of 10.8 per cent. among 1201 old 

tients at another hospital. In an apparent epidemic of the 
infection in Hamburg during 1879 Unna found 20 per cent. of 
82 prostitutes infected. In the Long Island State Hos ospital for 
the Insane Winfield found an infection of 1.29 per cent. of 1084 

tients. No reason is apparent for this small figure in a similar 
institution; it may be stated, however, that two-thirds of the sub- 
jects examined by Winfield were females who are less susceptible 
according to some statistics, but more so according to others. 

In analyzing the cases attention was paid to any factors which 
might be operative, such as previous occupation, length of resi- 
dence in a hospital, age, organic and mental diseases, and peculiar 
characteristics. ‘The most noteworthy results were obtained in 
regard to age and in regard to a special group of cases which pre- 
sented unusual clinical and microscopic characteristics. 

The following table shows the composition of the service by 
previous occupation, with numbers and percentage infected: 

Navy. Army. 
Admitted from - 
Civil Soldiers’ Upto Since Total. Upto Since Total. 
life. Homes. 1898. 1898. 1898. 1898. 
Numberexamined 199 250 27 26 53 141 66 207 
Number infected 16 ee. 0 0 8 5 13 
Percentage infected 80 6.28 0 0 0 553 7.57 6.28 


According to these results civilians who are in large part segre- 
gated are infected to a somewhat greater degree than men from 
military life. Men from the navy are singularly free from the 
parasite. In spite of their age, inmates from the Soldiers’ Homes 
show a considerable infection. The increased percentage in men 
from the army since 1898 is not due directly to tropical service, 
as only one out of a number of soldiers who had been in Cuba or 
the Philippines was infected upon admission, 
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The following table shows the a of infection according 
to length of residence in the hospital: 


Total, 
Years of residence Oe eae 1-3 4-10 10-20 20 
Number examined 81 254 189 167 709 
Number infected 3 16 7 ll 42 
Percentageinfected . 3.69 6.29 5.08 6.58 5.92 


During the time in which records of careful physical examina- 
tions have been kept 8 of the cases have been admitted; 2 belonged 
to a special group which might easily have escaped attention, 2 
were infected upon admission, and 4 have been infected since 
admission. No especially infected ward was found, and the gen- 
eral condition of contagion of skin diseases may be understood 
from the fact that a single case of pediculosis lived in a ward with 
50 other men for a number of weeks without infecting any of 
them. Patients are bathed every week and given sterilized under- 
clothes, so that there is no special reason for infection; still the fact 
remains that it occurs. 

The following table shows the distribution of the infection by 
age of the patients: 


30-39 40-49 50-59 60-69 70-79 80 Average. 
Numberexamined . 96 108 144 193 99 10 51 yrs. 


Number infected ‘ 7 8 12 7 0 _ 
Percentage infected . 6.48 5.55 - 6.21 7.77 0 


Special group : 
4 4 60 “ 
2.77 207 4.01 


Hence, the largest number of infections occur among the old 
patients. The average age is fifty-seven. Bulkley states that 
tinea versicolor is not common over fifty; but of this series two- 
thirds of the cases were over fifty, the oldest was seventy-seven, 
the youngest twenty-six. 

Fifteen patients, or 35 per cent. of the whole number, formed a 
special group. These were, as a rule, elderly men with abundant 
sternal hair, in which could be found coarse white or yellowish 
scales in distinction to the clear skin and fine, branny scales usually 
found. Microscopic examination of these scales did not show 
the usual mycelia, but only the spores. In some cases these were 
grouped in small numbers as usual, but in others they occurred 
lying together in almost solid sheets. There was no doubt in re- 
gard to their presence, although it was impossible to determine 
with any certainty the ridges mentioned by Vuillemin either in 
these spores or in those accompanied by mycelia. ‘The average 
age of this group was 60.8 years, oldest seventy-seven, youngest 
forty-one. Some 20 other patients of similar age showed the same 
coarse scales, but no spores could be found in them. It seems 
probable that as in old cultures the spores alone are said to be 
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produced, so in old age the same resting stage may be reached, 
and in some cases the spores themselves may disappear. 

In regard to organic disease, only one case was found among 
some 30 consumptives, and this patient was practically cured. 
However, a number of cases were found with diffused scaling which 
might have been mistaken for tinea versicolor except for careful 
microscopic examination. After looking for associated oiliness 
and dryness of the skin, or digestive disturbance, etc., the conclu- 
sion was reached that no connection could be demonstrated in 
these cases. 

The question of ible association of the infection with ner- 
vous and mental disorders would naturally deserve special con- 
sideration; and in view of the number of systemic changes which 
are thought to be correlated with various neuroses and psychoses, 
and the number of theories already mentioned, it was not unlikely 
that at least some hypothesis might be reached. None was, how- 
ever. The classification under which most of the patients were 
admitted has become obsolete, and many of the patients have 
become more demented. While the cases could be classified, as 
Winfield’s were, into so many chronic manias, chronic melan- 
cholias, etc., they would signify nothing. The most that can be 
said is that the disease is fairly frequent among the chronic in- 
sane; that, incidentally, 7.5 per cent. of 80 epileptics were infected. 
43.8 per cent, of the cases showed infection of the pubic hair, 
which might easily have been overlooked. No evidence of sys- 
temic reaction was found in the blood; 11 of the cases were extensive, 
and the most extensive showed a normal condition with 9800 
leukocytes and 1.5 per cent. of eosinophiles. A similarly exten- — 
sive case of tinea circinata gave a leukocyte count of 7800 and 2 
per cent. of eosinophiles. 

Dr. Cornelius de Weese, while at the Hospital, made several at- 
tempts at cultivation, and succeeded in isolating a fungus which 
liquefied gelatin and showed other so-called characteristic prop- 
erties; but its variable morphological characters have so far made 
any conclusions impossible. 

n the way of treatment, various antiseptics have been used, 
but none has proved as rapid and effective in action as sulphurous 
acid developed by Crocker’s method of first applying to the scales 
sodium hyposulphite, 5j to 5ij, and then adding tartaric acid, 
5ss to 
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BY HENRY HEIMAN, M.D. 


InasMucH as the reported cases of true traumatic tetanus treated 
with subcutaneous and intraspinal injections of antitetanic serum 
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are not numerous, we feel justified in placing on record the facts 
of the following case: 

The patient, a boy twelve years of age, was admitted to Mount 
Sinai Hos ital on the night of August 11, 1904. Two weeks 
previously —" had ‘stepped on a nail, which perforated the sole of 
the shoe and penetrated the ball of the right foot. A physician who 
was summoned incised the wound, which, ten days later, was 
entirely healed. There were no constitutional symptoms till eleven 
days after the accident, or three days before admission. Early on 
the morning of that day, without warning, the boy fell to the floor 
in his home. ‘There were no convulsions or unconsciousness. Saliva 
dribbled from*the mouth and the boy complained of pain in the 
back. After that he was apparently sick; he complained of severe 
backache, loss of appetite, and on the morning of the day of admis- 
sion he was unable to open his mouth. He was still able, however, 
to swallow fluids. At about 11 a.m. there were noticed a staring 
countenance, rigidity of the neck, back, and legs, and hyperacusis. 
There were noticed, also, twitching of the muscles of the face, trunk, 
and extremities. There were, according to the family, no headache, 
unconsciousness, fever, chills, or involuntary urination. ‘The bowels 
had not moved in three days. Perspiration was very profuse. 
The chief complaints were inability to open the mouth and pain 
in the back. . 

On admission a physical examination by Dr. Bauman, the house 
physician, showed the following: General condition fair. ‘There 
are present trismus, risus sardonicus, opisthotonos, rigidity of the 
neck, and contraction of the muscles of the abdomen and back. 
No facial or ocular palsy. The pupils are equally contracted. The 
throat could not be inspected. No difficulty in swallowing fluids. 
Slight enlargement of the lymph nodes in the neck, axille, and 
groins. Kernig’s sign is present. ‘The Babinski reflex is present. 
The patellar reflexes are exaggerated; heart and lungs negative; 
liver palpable two fingers below the free costal border; spleen 
negative; abdomen somewhat rigid; temperature, 99°; pulse, 104 
in frequency, of good quality; respirations, 18; they are irregular, 
and at times there is stridulous inspiration. ‘The urine shows a 
trace of albumin, otherwise negative. On the sole of the right foot, 
in the region of the distal extremity of the first metatarsal bone, is 
a small scab about the size of a lentil. The house physician imme- 
diately removed the scab; under aseptic precautions he incised and 
curetted the wound, and then cauterized it with silver nitrate. In 
the scrapings was a small, black, foreign body resembling leather 
in appearance; this, together with the curetted tissue, was sent to 
the pathological laboratory of the hospital, a report from which is 
included in this paper. 

On August 11th, the night of admission, there was given in the 
right pectoral region a subcutaneous injection of 20 c.c. of Board of 
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Health tetanus antitoxin. An hour later a lumbar puncture was 

rformed and 5 c.c. of cerebrospinal fluid were withdrawn. ‘This 
was followed by a subdural injection of 20 c.c. of tetanus antitoxin. 
During these procedures the’ slightest sound or touch would cause 
the boy to start. In attempting to swallow some fluid nourishment, 
the muscles of his entire body suddenly became contracted. Twelve 
hours after the first subcutaneous injection another one was given. 
The wound was dressed and touched with a 10 per cent. solution 
of nitrate of silver. 

August 13th. Under chloroform narcosis, after withdrawing 
25 c.c of cerebrospinal fluid, 20 c.c. of tetanus antitoxin were injected 
subdurally. Six hours later 20 c.c. of tetanus antitoxin were injected 
subcutaneously into the thigh. A leukocyte count made on this 
day was 12,600. 

14th. During the three days of observation there has been 
little change in the general condition. The mental condition has 
been clear. Fever but slight. The spastic signs persist; there are 
still present trismus, risus sardonicus, opisthotonos, and hyper- 
acusis. While attempts to raise the patient’s head are followed by 
contraction of the muscles of the neck and back, lateral rotation 
of the head can be performed with ease. The patient swallows 
and retains sufficient fluid nourishment. The medication has been 
chloral and bromides, at first per rectum, later by mouth, and 
whiskey per mouth. ‘The intraspinal and subcutaneous injections 
of antitoxin were given to-day as previously. 

16th. Subcutaneous injection repeated. Catheterization was 
necessary yesterday. 

17th, 18th, and 19th. Spastic signs persist. A subcutaneous 
injection of 20 c.c. of antitoxin given on each day. 

20th. ‘The temperature has risen to 102° and an erythematous 
eruption has appeared on the chest, abdomen, back, and thighs. 
White blood corpuscles, 13,800. ‘Trismus, rigidity of the neck, and 
opisthotonos still present. General condition unchanged. 

26th. The erythema, fading on the trunk, is now present on the 
face. No change in the general condition or spastic signs. White 
blood corpuscles, 10,400. 

28th. ‘The general condition is improving, the spasticity is 
diminishing. The temperature is still betwen 100° and 102°; rash 
almost disappeared. Examination of the heart and lungs is nega- 
tive. The urine, except on the day of admission, has been negative. 

September 1st. Continuous improvement in the general con- 
dition. White blood corpuscles, 7800. The rash has faded. The 
temperature is normal. 

7th. ‘The general condition is good. The spastic signs have 
disappeared. 

16th. Patient discharged cured. No symptoms remain. 

While a study of the clinical features of this case shows that we 
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are dealing with a true case of traumatic tetanus, it is worthy of 
note that an attempt to inoculate ordinarily susceptible animals 
(white mice and guinea-pigs) with the tetanus bacillus found in the 
scrapings and foreign body from the wound was not successful. 

In the course of treatment between August 11th and 19th, there 
were given three intraspinal injections of 20 c.c. each, and eight 
subcutaneous injections of 20 c.c. each, the Board of Health anti- 
toxin being used. To attribute the recovery in this case directly 
and solely to the antitoxin injections would perhaps be going too 
far. We-cannot help asking ourselves the question: Would a 
patient with equal resisting powers contracting the disease in the 
same way have recovered without the antitoxin treatment? We 
can only say that, in view of the almost uniformly fatal termination 
of the disease, it is not unlikely that the antitoxin treatment probably 
effected a cure in this case. When we remember the channel 
through which the tetanus toxins reach the central nervous system, 
and when we recall the experiments of Wassermann showing that 
the union between tetanus toxins and their antitoxins is one 
produced by a chemical affinity, it would appear that both from a 
therapeutic and prophylactic standpoint the intraspinal injections 
are preferable to the subcutaneous or cerebral injections, for by 
the former method the antitoxin comes in direct contact with the 
toxins of the disease. This case was taken from the ward of Dr. 
Koplik during my service. 
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II. BacTERIOLOGICAL EXAMINATION. 


BY LEO BUERGER, M.D. 


The material from which cultures were made consisted of a small, 
dirty, black, foreign body, apparently a piece of leather, the fatty 
tissue immediately dairtanling it, and scrapings from the wall 
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of the cavity in which the foreign body was situated. The latter 
was located at the upper end of the channel through which it had 
been forced by the traumatism, and was embedded in discolored, 
necrotic, but non-purulent fat and granulation tissue. The tissue 
in the immediate neighborhood of the apparently healed external 
wound was not employed, the examination being confined to 
material obtained from the depth. 

. In spreads made from the tissue there were a few leukocytes, 
red blood cells, and Gram-positive diplococci which were regarded 
as probably being staphylococci. No organisms resembling tetanus 
bacilli nor any spores could be found. 

The method which Kitasato has recommended for the isolation 
of the tetanus bacillus was used. This depends upon the observa- 
tion that its spores can resist exposure to high temperatures for 
considerable periods of time. Three series of cultures were made: 
one from the foreign body, another from the tissue in its vicinity, 
and a third from the cerebrospinal fluid evacuated before the first 
antitoxin injection. The mode of procedure was the same in each 
instance. At the end of twenty-four hours’ incubation the usual 
methods of isolation showed the presence of staphylococcus albus 
and bacillus coli communis in the cultures taken from the foreign 
body, and staphylococcus albus alone in the tissue. The cerebro- 
spinal fluid remained sterile. 

All the cultures were then exposed to a temperature of 80° C. 
over a water-bath for forty minutes on two successive days. This 
procedure was followed by incubation under strictly anaérobic con- 
ditions (in a hydrogen atmosphere) of both the original tubes and 
subcultures. Thus pure cultures of tetanus bacilli were obtained 
from the foreign body and from the subcutaneous areolar tissue. 

Although the bacillus isolated in this case resembles the typical 
tetanus bacillus in almost all of its cultural and morphological 
characteristics, it presents certain slight variations which are deserv- 
ing of mention. Firstly, it shows a marked tendency to the forma- 
tion of oval rather than spherical spores. Secondly, there is per- 
haps more than the usual amount of variability in regard to the 
Gram procedure. Whereas it stains positive for the most part, 
even young cultures are apt to show many bacilli which either partly 
or wholly decolorize. 

On culture media it differs little from the ordinary type. It 
coagulates milk, and its colonies in gelatin and on agar show less 
tendency to filiform or lace-like outgrowths. 

Animal Experimentations. An interesting feature presented by 
this bacillus is the absence of virulence for the animals ordinarily 
susceptible. Whereas white mice and guinea-pigs succumb rapidly 
to subcutaneous inoculation with the tetanus bacillus, I was unable 
to kill or produce tetanic symptoms in either ea-pigs or white 
mice by the i injection of of this following 
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is 5 ang résumé of the experiments on the pathogenicity of the 
bacillus. 

One guinea-pig and one mouse were inoculated directly with 
some of the material from which the cultures had been made, and 
another mouse with the cerebrospinal fluid. 

Guinea-pig No. 1. The foreign body (piece of leather) was 
introduced into the abdominal wall through a small incision, and 
the wound was closed with silk sutures. Result: no symptoms; in 
. three weeks the foreign body was expelled and spontaneous healing 
took place. 

Mouse 1. Three cubic centimetres of sterile normal saline were 
thoroughly mixed with some of the tissue about the foreign body. 
The fluid was injected into the right groin. Result: negative. 

Mouse 2. ‘Two cubic centimetres of cerebrospinal fluid were 
injected into the right leg. Result: negative. 

From these experiments the inference is clearly to be as 
that the material from which the bacillus was isolated could not 
have carried with it tetanus bacilli or spores virulent for these 
animals. All three animals survived and in none of them were 
any tetanic symptoms discernible. 

Another series of experiments for the purpose of ascertaining 
the virulence of the bacillus in cultures was made. Four guinea- 
pigs were inoculated in the leg with varying quantities of bouillon 
cultures, the smallest dose being one loopful of a four-day growth, 
the largest 2.5 c.c. of a seven-day culture in plain broth. Three 
white mice were similarly treated, the largest dose being 1 c.c. of a 
four-day culture. There was no reaction in any of these animals. 
With a view to determining whether predisposing factors such as 
the association of other bacteria or local traumatism would aid in 
the production of tetanus, another series of animals was employed. 
Neithet by the addition of the bacillus coli communis, nor by the 
introduction of wood splinters impregnated with the spores of the 
organism, nor by local traumatism, such as fracture of the bones 
of the leg, will I be able to give any positive results in guinea-pigs 
or mice. One guinea-pig died of staphylococcus aureus sepsis, and 
all the others recove 

In a recent conteibetion to the study of tetanus, Vincent’ calls 
attention to the influence of heat in heightening the susceptibility 
of animals to infection with tetanus. By carefully raising the 
temperature of guinea-pigs in the incubator, their power of 
resistance was so diminished that even very small doses of only 
slightly virulent strains would rapidly produce tetanic convulsions. 
In this way he was able to produce a true tetanus septicemia. 
A similar experiment with my bacillus gave negative results. A 
guinea-pig received an injection of 2.5 c.c. of a bouillon culture 


1 Contribution a ]’étude du tétanos, ete., Annales de l'Institut de Pasteur, tome xviii. 
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in the back. It was then exposed to a temperature of 43° C. in an 
incubator. In four hours its temperature had risen to 43° C., and 
twenty minutes later had fallen to 42° C. It was then taken out 
of the incubator and put under observation. Here, again, the 
result was negative. 

A careful consideration of all the above data naturally leads us 
to the question as to whether we are dealing here with a true tetanus 
bacillus.’ Tavel has described an organism which greatly resembles 
the true tetanus bacillus, but which is non-virulent for animals. 
He has found it in many cases of intra-abdominal abscess and 
especially in appendicular affections. He regards it as an impor- 
tant factor in the etiology of appendicitis. Dr. Libman (personal 
communication) has also met with a similar organism in pure 
culture in a case of appendicitis. Tavel’s pseudotetanus bacillus, 
however, although possessing oval spores, differs from the strain 
that I have isolated in the following points: First, its spores will 
not withstand a temperature of 80° C. Second, it never possesses 
more than from eight to twelve flagella, whereas the bacillus under 
consideration has been found with as many as twenty or thirty. 

We must conclude, therefore, that we are in possession not of a 
pseudotetanus, but of a true tetanus bacillus. 

The question as to whether this bacillus is to be regarded as one 
peculiarly pathogenic for man and avirulent for mice and guinea- 
pigs, or whether it should be looked upon as having lost its virulence 


either in the body of the patient or in the process of isolation, it is 
very difficult to answer. Perhaps further studies upon this and 
related bacteria will throw some light upon these rather vague and 
unsettled points. At present, with the data at my disposal, it seems 
most rational to classify the bacillus with the true but atypical 
tetanus bacilli. 


III. A ContTrIBUTION TO THE METABOLISM IN TETANUS, 


BY EDWARD A. ARONSON, M.D. 


So little has been accomplished in the metabolism in tetanus 
that I feel compelled to add my investigations observed in a case 
admitted to the wards of the Mount Sinai Hospital, in the service of 
Dr. Henry Heiman, during the past summer. 

Before stating my results, I wish to mention that the studies were 
confined only to the urinary excretion—that is, a determination of 
the solids, both total and inorganic; the total acidity in terms of 
HCI; the sulphates, both preformed and ethereal; the total nitrogen; 
ammonia; chlorine; phosphates and uric acid. Only twenty-four- 
hour collections of urine were employed, and the work extended 


’ Tavel, Centralblatt f. Bact. u. P., Bd. xxiii. p. 588. 
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over a period of eight days, divided with an interval of five days 
into two series of four days each. 

The methods used were as follows: 

Solids: 5 c.c. of unfiltered urine in a platinum vessel were 
placed in an oven at 100° C. for three and one-half hours and 
weighed, giving total solids. HNO, and H,SO, were added after 
igniting, then heated and again weighed, giving inorganic solids as 
sulphates. 

Acidity: 10 c.c. of filtered urine titrated with phenolphthalein as 
an indicator and determined in terms of HCl. 

Sulphates: 50 c.c. of filtered urine treated with 10 c.c. of 
acetic acid, heated, and 25 c.c. of barium chloride added pre- 
cipitating the sulphates. This was then filtered, ignited and weighed 
—this gave me the preformed sulphates. To the filtrate 15 c.c. 
of HCl were added, boiled until decomposition was complete, 
filtered; and the precipitate again weighed in a platinum crucible— 
thus giving the ethereal sulphates. 

Total nitrogen:. 5 c.c. of unfiltered urine were treated by the 
Kjeldahl method. 

Ammonia: 10 c.c. of filtered urine treated by the Schloesing 
method. 

Chlorine: 10 c.c. of filtered urine were placed in a caserole, 
NaCO, and NaNO, added, and then evaporated. After igniting 
and taking up with hot water, HNO, is added to acidify, CaCO, 
to neutralize, and after heating on a water-bath is filtered and 
washed. ‘The filtrate was then titrated with a 4; AgNO, solution 
with K,CrO, as an indicator. 

Phosphates: 50 c.c. of filtered urine to which 5 c.c. of a solution 
of sodium acetate and acetic acid are added are heated and then 
titrated with a standard solution of uranium acetate. 

Uric acid: To 200 c.c. of filtered urine Folin’s method was 
employed. 

Perhaps it would not be amiss to mention the constituents of a 
normal urine for purposes of comparison later on. Different 
authorities give different figures; hence there are no arbitrary 
statistics to be compared with my findings. 

Folin,’ in a very recent publication, gives as the result of an 
approximately complete and careful analysis of 30 “normal urines” 


the following figures in a general average: 


Amount... 
Total nitrogen . 

Urea . 
Ammonia . 
Kreatinin . 

Undetermined nitrogen . 


1 American Journal of Physiology, No. 1, vol. xiii. 
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These figures were obtained while the patient was subjected to 
the following diet: 

Cream (18-22 % fat) 800c.c. Salt . 

Eggs (white and yolk) ‘“ . 450 gm. Water up to 

Horlick’s malted milk . . 200gm.  Watertodrink . 

In looking into the literature of metabolism in tetanus, I found 
a series of results in five cases, all adults, reported by Vannini,’ and 
I will only mention his conclusions: 

“1. The patients required considerable quantities of food, which 
was but poorly absorbed; hence the marked emaciation. 

“2. Increase of albumin metabolism, shown by the marked 
increase of nitrogen excretion in convalescence. 

“3. Scant, concentrated, and hyperacid urine. 

“4. Urea and ammonia increased, uric acid excretion diminished. 

“5. Often a slight albuminuria with casts. 

“6. Rare or doubtful glycosuria. 

“7. Chlorine diminished, sulphates and phosphates normal.” 

My case was a child eight years of age, and the table on page 
276 is given with the results of the observation. 

These studies were made on urine collected after the first twenty- 
four hours of his stay in the hospital and for the four succeeding days 
during which his temperature never exceeded 100.6°, but marked 
tetanic symptoms were present all this time. The second series of 
investigations were begun five days after the last of the preceding 
series was ended, and during the latter period the symptoms had 
materially decreased and the condition improved much. 

In all metabolism work, one of the most important factors is the 
determination of the total nitrogen excretion. In accurate observa- 
tions it is necessary to calculate the total nitrogen in the feces as 
well as in the urine, and for two reasons: first, in ordinary diets a 
certain proportion of vegetable and animal proteid escapes digestion, 
and this amount must be estimated and deducted from the total 
nitrogen intake in order to ascertain what nitrogenous material has 
actually been used up; second, the secretions of the alimentary 
canal contain a certain amount of nitrogenous material which 
represents a genuine excretion and should be included in estima- 
tions of the total proteid destruction. Practical experience has 
shown that in man about 29 per cent. of the total nitrogen of the 
feces has this latter origin. 

During the first period the boy was fed on a fluid diet of milk, 
coffee, cocoa, and water, but during the second he received a much 
more nitrogenous diet of soup, milk, egg, cocoa, and rice. 

It will be seen on close examination that the table shows us marked 
increase of nitrogen excretion in the later period over the former, 


1 Contributo allo studio del ricambio materiale nel tetano, Revista critiga di clinica medica, 
1908, Nos. 48, 49, 50. 
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despite the fact of an increase of nitrogenous foodstuffs, signifying 
that the boy was already convalescing and a probable restoration of 
the “nitrogen equilibrium.” 

The solids were diminished throughout; sulphates but slightly 
diminished except on the second day, when the patient received 
some “salts” for catharsis; ammonia varied, at times increased or 
normal; chlorine diminished; phosphates but little changed; uric 
acid much diminished. 

The urine was at first scant, concentrated, and hyperacid; later, 
more copious and less acid. A faint trace of albumin was present 
only at the first examination, never any casts. Sugar was absent. 

The figures from this one case compare favorably in a general 
way with those observed by Vannini in his five cases. 

As yet too few practical clinical deductions can be obtained from 
the study of the metabolism in tetanus, because of the very little _ 
that has heretofore ‘been accomplished in this direction, and com- 
pells us to trust to the future, with an increase of material and 
improvement of scientific investigations. 


EPITHELIOMA OF THE VULVA. 
A REPORT OF SIX CASES, WITH A REVIEW OF THE LITERATURE.* 


By Howarp Drrrtricx, M.B., 
LATE RESIDENT GYNECOLOGIST, LAKESIDE HOSPITAL; DEMONSTRATOR IN GYNECOLOGY, 
WESTERN RESERVE UNIVERSITY, AND ASSISTANT IN GYNECOLOGY, LAKESIDE 
HOSPITAL DISPENSARY, CLEVELAND, OHIO. 


THERE are many essays on this subject, but the majority consist 
in a citation of cases with a very brief reference to the literature. 
Among the German and French writers, such men as Franke, 
Schwarz, and Maurel have produced excellent monographs, and from 
these works a considerable amount of the material for this paper has 
been derived. An attempt has been mate to cover everything of 
importance in the entire literature, with a more minute analysis of 
the following 135 cases: Mayer,” 4; Arnott,’? 2; Storer,* 1; Cush- 
ier," 1; Aschenborn,* 2; Kistner,” 5; Simmons,” 2; Rupprecht,** 8; 
Manley,* 2; Janvrin,” 1; Maurel,** 27; Munde,” 1; Schmidt,” 2; 
Zeiss,°* 1; Schwarz," 23; Ingerman-Amitin,” 7; Leech,” 1; Hirst,” 
2; Hart,’® 3; Henry,” 1; Mracek,® 1; Kelly,* 4; Franke,“ 16; 
Noble,“ “ 3; Butlin,* 3; Congdon,” 1; Peterson,” 4; Reed,** 1; 
Dittrick, 6. 

The histories of the 6 cases that have been met with in the Lake- 
side Hospital will be given somewhat in detail: 


* From the Gynecological and Pathological Departments of the Lakeside Hospital, 


278 DITTRICK: EPITHELIOMA OF THE VULVA 


Case I.—M. A. B., admitted to Lakeside Hospital August 17, 
1898. The patient is sixty-eight years of age and has been married 
forty-one years. She has borne six children. One sister has “ulcer- 
ation of the womb,” but there is no other history bearing on malig- 
. nancy in her family. Several months before admission the left 
labium majus began to enlarge; a nodule, which when first seen was 
the size of a bean and very hard, has been gradually growing larger. 
About three months later ulceration began. The discharge from it 
has been purulent, watery, and bloody. The growth has been more 
rapid during the last few months. The patient lost twenty pounds 
in weight during the summer. She has no discomfort with urination, 
and the urinary examination is negative. The treatment has con- 
sisted of local applications of salves. 

On examination there is a bloody discharge issuing from the 
vulval tumor. On the left labium majus is a raw, ragged enlarge- 
ment pushing the lips apart. The left inguinal glands are indurated 
and enlarged to the size of the end of the thumb. 

The vulval tumor, with a considerable amount of surrounding 
— and the left inguinal glands, were removed by Dr. Dudley P. 

n. 

Microscopic Examination. A considerable amount of purulent 
exudate is seen on the surface. The squamous epithelium is prac- 
tically normal at one end of the section, but gradually becomes 
thicker, the cells dipping down into the underlying connective tissue 
in solid, branching processes. In the centre of the tumor there is a 
network of larger and smaller masses of these cells. Between the 
alveoli very little connective tissue is seen, and this is markedly 
infiltrated with leukocytes. The epithelial cells vary in size, staining 
reaction, and in the number of nuclei present. Nuclear figures are 
not numerous. ‘There are many epithelial pearls seen. Many of the 
epithelial processes are necrotic. 

A section through the mass removed from the groin shows a 
similar picture, with many epithelial pearls. 

Diagnosis. Epithelioma vulve (cancroid), with metastases in the 
left inguinal glands. The patient had a recurrence in both inguinal 
regions six months later, and died as a result of hemorrhage from 
the left femoral vein August 1, 1899. 

Case II.—R. K., aged sixty-two years, widow. Admitted 
February 21, 1899. The family history is negative. She has had 
five children; the youngest being thirty years old. Menstruation 
ceased at forty-five years, and since then there has been no dis- 
charge. The urinary examination is negative. 

Four months ago the patient noticed a pimple on the anterior 
surface of the right labium majus, which fd ee increased in size 
There was constant irritation about the nodule, and she frequently 
scratched it to relieve the itching. Two months later the surface 
became ulcerated. During the last month a small ulcer has appeared 
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on the left labium at the point of contact with the larger ulcer. 
For three months micturition has been accompanied by intense 
in. 

tei examination on the anterior surface of the right labium majus 
is an ulcerated surface, 1.5 cm. in diameter, elevated, extending 
inward toward the clitoris, with an area of induration about 4 cm. 
in diameter. This is very sensitive. Opposite this on the left 
labium majus is a small indurated ulcer. There is no apparent 
involvement of the urinary meatus. 

The patient was operated upon by Dr. Allen. An elliptical 
incision, 10 cm. in length, was made, including both ulcerated areas, 
extending well up over the mons veneris and down through the labia 
minora almost to the level of the urethral orifice. The wound healed 
primarily on the right and by granulation on the left side. 

The patient was discharged April 8, 1899, and readmitted July 
14, 1899. She had noticed five weeks previously a lump in the right 
groin, which had steadily increased in size. This was very sensitive, 
and about the size of the little finger. ‘There was also a small recur- 
rence on the vulva. The glands in the right groin were resected 
together with the local recurrence. ‘The vulval wound healed pri- 
marily. The inguinal wound healed by granulation and was dis- 
charging slightly when the patient left the hospital. 

Microscopic Examination. ‘The surface is covered with necrotic 
debris over an irregular base of epithelial cells, which send irregular 
branching processes into the underlying connective tissue. These 
cells vary greatly in size, some being ten times as large as others; 
in some the nuclei are round, in others oval. Some nuclei are small 
and stain deeply, while others are large, pale, and vesicular. Some 
cells have one nucleus; others have as many as four nuclei. Nuclear 
figures are not abundant, but several atypical forms are seen. Many 
cells show a keratohyaline degeneration. There are not many 
epithelial pearls. Some of the alveolar processes of these cells are 
very thick, while others are not more than two cells in width. Many 
large irregular masses of chromatin are seen in the cell nests. The 
connective tissue between the epithelial masses is scanty, embryonic 
in character, and densely infiltrated with leukocytes. Many areas 
of necrosis are seen in the connective tissues and also in the epithe- 
lial cell nests. ‘The bloodvessels are numerous and have very thin 
walls. 

Sections taken from the vulva and from the glands removed at 
the second operation show the same condition. 

Diagnosis. Epithelioma vulve, with metastases in the right 
inguinal glands. 

Case III.—A. W., married, aged seventy-three years. Admitted 
September 16, 1903. The family history is negative. She first 
noticed a tumor on the right labium majus seven months before 
coming to the hospital. Under treatment this would heal over and 
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then break down. It has been growing progressively larger, and 
from it there exudes an irritating seropurulent discharge. She has 
noticed a lump in the right groin for the last three weeks. On 
examination there is seen to be an irregular, hard, ulcerated, ele- 
vated, reddish patch of tissue, measuring 4 cm. by 2 cm., on the 
right labium majus. On the left labium there is a reddened area 
which has not ulcerated. On September 18 Dr. Allen excised the 
tumor and the surrounding tissue, together with the right inguinal 
glands. One of the latter was necrotic in the centre. The vulval 
wound healed readily, and the incision in the groin, which was 
drained, rapidly granulated in and was almost closed when the 
patient was discharged, September 28, 1903. 

Microscopic Examination. The tumor is made up of masses of 
epithelial cells, invading the entire connective tissue. The cells have 
the irregular appearance belonging to an epithelioma. Epithelial 

rls are very numerous, as many as fifteen being seen in one field 
under the low power. Many areas of necrosis are seen in the alveolar 
processes and also in the connective tissue. Many cell nests have 
dropped out of the section. 

Sections through the inguinal glands show considerable necrosis. 
The glands are extensively infiltrated with the epitheliomatous 
growth, which shows the same marked pearl formation. 

Diagnosis. Epithelioma vulvee (cancroid), with metastases in the 
inguinal glands. 

Case I1V.—B. K., single, aged fifty years. Admitted December 
31, 1903. Menstruation was normal and ceased at forty-six years. 
In August, 1902, she noticed a growth on the right labium majus. 
Two months later this was removed, together with the right inguinal 
glands. Later the right groin became tender and painful, and in 
August, 1903, the swelling broke, and there has been a discharge 
from this region from that time. In September, 1903, she noticed 
a recurrence on the vulva (Fig. 1). She complains also of dysuria, 
insomnia, and pain in the thigh. 

Examination. The right thigh is flexed and cannot be completely 
extended, while the entire limb is cedematous. Extending along 
Poupart’s ligament, just beneath the skin, is an irregular nodular 
mass. In the centre of this mass is a small papilla, from which a 
fetid purulent discharge exudes. The greater portion of the right 
labium is missing. On the lower portion of the clitoris, just above 
the old scar, there is a small, plaque-like tumor mass, 2.5 cm. in 
diameter, and elevated 6 cm. above the surface. This is indurated, 
ulcerated, reddish, and granular in appearance, with small, whitish 
areas of necrosis over the surface. There is also a small, granular, 
ulcerated area in the left labium, where the latter comes in contact 
with the tumor. 

A small portion of the tumor was removed for examination, and 
an incision made into the massin the'groin to provide better drainage. 
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In the latter situation a large cavity was found, which extended very 
close to the femoral vessels. 

While the patient was in the hospital several nodules developed in 
the skin. Two of these were in the abdominal wall, 3 cm. above 
the mass in the groin, while five were seen scattered over the front 
and inner side of the right thigh, from 3 cm. to 15 cm. below Pou- 
part’s ligament. ‘These nodules were hard, irregular, and reddened, 
from 0.5 cm. to 1 cm. in diameter, and did not move beneath the 
skin. 

The groin was dressed daily, and three times a week, for two 
months, the patient was submitted to the z-rays. This procedure 


Fic, 1 


Scar from previous operation on vulva with small recurrence beside it. Old scar in right 
groin, showing the papilla from which pus was discharging. 


had very little effect on the discharge, and the rf still continued 
u 


as before. The labial tumor, however, gradually became less 
prominent, and was almost level with the adjoining skin when the 
patient was discharged. ‘The process beneath the skin did not seem 
to be at all checked. The patient left, against advice, on March 
5, 1904, and died April 16, 1904, from exhaustion. 

Microscopic Examination. The tumor is made up of masses of 
large irregular cells, varying in size and staining properties. The 
nuclei are large and oval, with large granules and one or more 
nucleoli. ‘Typical and atypical karyokinetic figures are seen, but 
these are not numerous. A few prickle cells are seen in the cell 
nests. The epithelial cells are found in small collections in the 
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connective tissue beyond the margins of the large processes. Epithe- 
lial pearls are very numerous. The connective tissue is very scanty, 
but shows a marked infiltration, with eosinophiles, polymorpho- 
nuclear leukocytes, and plasma cells. A few small areas of necrosis 
are seen. 

Unfortunately, no sections were obtainea from the lymphatic 
glands in the groin and the skin nodules, but these were undoubtedly 
metastatic deposits. 

Diagnosis. Epithelioma vulve (cancroid), with metastases in the 
right inguinal glands and in the skin over the thigh. 

Case V.—E. G., married, aged thirty-two years. Admitted 

October 7, 1903. She complained of dull pains in both iliac regions, 
bearing-down pains in the pelvis, and a tumor on the vulva. The 
pelvic symptoms were due to adherent tubes and ovaries, with 
retroversion of the uterus. The family and personal histories were 
negative. About one year before admission she had noticed a 
“pimple” on the right side of the vulva. This has gradually grown 
larger and become painful. When irritated it would bleed. Caustics 
only stimulated its growth. 
' Examination. The inguinal glands of the outer group are just 
palpable on either side. On the inner surface of the right labium 
majus, rather low down, is a circular, fungating growth elevated 
0.75 cm. above the surrounding level. It is granular and eroded on 
the surface. It is hard and apparently does not infiltrate the sur- 
rounding tissues (Fig. 2). 

The patient was operated upon by Dr. W. H. Weir and the tumor 
removed by a wide excision. At the same time the adhesions about 
the tubes and ovaries were separated and the uterus was suspended 
after the Kelly method. She made an uninterrupted recovery, both 
wounds healing by primary union. She was discharged November 
7, 1903. 

Re-admitted May 5, 1904. One month before this a slight swelling 
had been detected in the right groin, which had gradually increased 
in size. . 

Examination. The outer group of inguinal glands are small and 
just palpable, while of the internal group one is markedly enlarged, 
measuring 2 cm. by 1.6 cm. There is no recurrence on the vulva. 

The right labium majus and minus were excised. An extensive 
dissection of the glands and surrounding fat was carried out. A 
large gland, the size of a hazel-nut, was removed. Another, about 
the size of a pea, was found along the inner border of the femoral 
vein. In removing this the femoral vein was wounded, requiring 
the suturing of the wall at one point. All the fatty tissue was 
removed as far out as the inner border of the sartorius muscle and 
as deep down as the femoral vessels. The wound, which was closed 
without drainage, healed readily, except at the upper angle, where 
union took place by granulation. 
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Convalescence was slow, on account of pain down the leg, but this 
had almost disappeared when she was discharged June 22, 1904. 
When the patient was last seen (September, 1904) there was no sign 
of recurrence. ; 

Microscopically. ‘The gradual change from the normal skin to 
epithelioma is seen. The tumor has not infiltrated as far as the cut 
margin of the section. It is made up of finely branching cylindrical 
processes of epithelial cells. ‘The cells have the irregular character- 
istics of malignancy. Numerous nuclear figures, both typical and 
atypical, are seen. Many areas of necrosis are apparent. ‘The con- 
nective tissue is scanty, except at the margins of the sections. It is 
markedly infiltrated with leukocytes, many of which are eosinophiles. 
Epithelial pearls are numerous. 


Fie. 2 


Epitheliomatous nodule on the right labium majus. 


The sections removed at the second operation show the same 
process in the large inguinal gland, while all other sections are free. 

Diagnosis. Epithelioma vulve, with metastases in the right 
inguinal glands. 

Case VI.—L. J., widow, aged eighty-one years. Admitted 
June 22, 1903, complaining of an offensive vaginal discharge, 
intense itching about the vulva, and a sensitive tumor in this region. 
The discharge is at times bloody and urination is frequent and 
smarting. The family and previous histories are negative. ‘There has 
been a small nodule on the vulva for twenty years. ‘The only treat- 
ment has consisted in cleansing lotions. 


_ The patient is exceedingly well preserved. The inguinal glands 
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are not palpable. The right labium minus presents an irregular, 
ulcerated, thickened area of tissue, measuring 2 cm. by 1.5 cm. 
This is sharply defined from the skin. The mass extends from the 
lower, inner edge of the labium minus to the urethral orifice. The 
clitoris is not involved. On manipulation the tissue bleeds readily, 
and small, whitish masses can be squeezed out on pressure. ‘There 
is no involvement of the vagina or uterus (Fig. 3). 

On June 25th Dr. Hunter Robb excised the tumor mass, together 
with a considerable portion of the right labium majus. The patient 
stood the operation well. The upper margins of the wound separated 
slightly, but healed by granulation. When the patient was dis- 
charged, July 25th, the wound was slightly congested and indu- 
rated. 

Fie. 3 


Epitheliomatous growth, implicating the right labium minus and gradually extending. 


Re-admitted November 2, 1903. Recurrence has taken place at 

the site of the old operation. She complains of sharp, darting pains 
radiating down the thigh; hemorrhage, profuse on one occasion; 
insomnia and dysuria. At the site of the right labium minus is an 
elevated ulcerated mass, 7.5 cm. by 2cm. The left labium minus 
shows two distinct areas of ulceration. 
-_ On November 5th the mass was curetted and cauterized by Dr. 
Robb. This decreased the amount of discharge, and the pain was 
less severe. Two weeks later the growth again became active, the 
“discharge being more profuse. 

On December 22d the mass measured 9 cm. by 3 cm. Under 
anesthesia the tumor was excised with considerable surrounding 
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tissue. This was done in order to have as much of the disease as 
possible removed before beginning the x-ray treatment. 

January 4, 1904. There is a large excavated area on the right 
side of the vulva, measuring 7 cm. by 5 cm. by 5 cm. The outer 
wall of this cavity is made up of muscular tissue, normal in appear- 
ance, while from the floor and inner wall four irregular, fungoid 
masses are projecting. ‘There is also a small metastatic nodule 
on the posterior commissure. At this time the 2-ray treatment was 
begun. For three weeks this afforded marked relief. Immediately 
after the treatment the patient enjoyed from one to two hours’ sleep, 
and was free from pain for from six to twelve hours. The large fun- 
goid processes at first became blanched and then gradually subsided 
to the level of the wall of the cavity. The discharge became less 
profuse. 

April 6th. a-ray treatment has been continued every other day. | 
The skin about the growth is much thickened and browned from 
the treatments. The outline of the excavated area is irregular, and 
projections from the floor and walls are seen. The left labium is 
much enlarged and forms a hard, indurated mass, measuring 6 cm. 
by 2cm. From the upper angle of this mass x Be a hard, irregular 
growth, which extends over the abdominal wall above the symphysis. 

9th. The patient was anesthetized and a wide excision of the 
growth was made. The whole mass on the right side, which was 
adherent to the periosteum, was dissected off the bone. ‘The left 
labium majus and labium minus and a considerable portion of the 
mons veneris were removed. A portion of the anterior vaginal wall 
was also removed from the right side. The wound was partially 
closed, drainage being employed above and below. Considerable 
inflammatory reaction followed, which was greatly relieved by daily 
hot sitz baths. 

June 24th. ‘The x-ray treatment has been continued, and seems 
to check the superficial growth, but beneath the skin the infiltration 
has progressed unabated. The «-ray does not now relieve the pain. 

There is now an ulcerated area, measuring 11 cm. by 2.5 em., at its 
widest point, over the right side of the vulva. There is a small sinus 
at the upper angle leading to a hard, infiltrated mass above the 
symphysis pubis. 

The nodule on the posterior commissure is slightly ieieaints the 
ulceration in the vagina is still limited to the outer third of the ante- 
rior vaginal wall on the right side. The inguinal glands are not 

palpable. The patient was discharged June 24, 1904. 

Re-admitted August 12, 1904. She is more cachectic. There is a 
rounded, sensitive mass over the symphysis pubis. ‘The ulcerated 
area on the vulva extends 4 cm. into the vagina. 

September 13th. The rounded mass over the symphysis (which 
had reached the size of a cricket-ball) was excised. It was found to 
be necrotic in the centre. 
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October 1st. ‘The patient is daily becoming weaker. Her appetite 
is still good. Her pain is being controlled by morphine. ‘The rectum, 
urethra, and inguinal glands are still free, and no evidence of metas- 
tases can be found in any other organs. 

Patient died February 11, 1905. The autopsy revealed an exten- 
sion along the deep inguinal and iliac glands on either side as high 
up as the junction of the common iliac arteries. Metastatic nodules 
were found in the bladder, the stomach, both kidneys, both lungs, 
left pleura, and the heart. This was confirmed by microscopic 
examination. 

Microscopically. The tumor is made up of finely branching 
processes of epithelial cells, which are irregular in size and staining 
ay crag ere are from one to four nuclei in the cells, vesicular 
or deeply stained, and containing from one to four nucleoli. There 
are no epithelial pearls. Both regular and irregular mitotic figures 
are seen, although they are not numerous. The connective tissue is 
infiltrated for a considerable distance beyond the margin of the 
tumor. Many of the connective-tissue cells have deeply staining 
nuclei, but none show nuclear division. The connective tissue is 
extensively infiltrated with leukocytes. Tissue from the second 
operation shows irregular epithelial processes made up of large cells, 
which in most places have oval or round, vesicular nuclei. There are 
numerous concentric cell nests with pale centres, but these are not 
as hyaline in appearance as in epithelial pearls. Tissue from the 
third operation shows a few epithelial pearls, while nuclear figures 
are more abundant. ‘There is very little stroma between the epi- 
thelial processes. Tissue from the later operations shows the same 
features as in the last specimen. 

Diagnosis. Epithelioma vulve. 

FREQUENCY. Cancer of the external genitalia of women is a rare 
disease. Franke, in May, 1898, found records of 15 cases primary 
in the clitoris. Veit® refers to 4 cases primary in Bartholin’s gland. 
Percy“ has recently collected 16 cases of primary carcinoma of the 
urethra. Sarcoma, melanosarcoma, myxosarcoma, fibrosarcoma 
occurring on the vulva are relatively rare. : 

According to Virchow,” cancer occurs in men and women in 
the proportion of 9 to 11. Willigks,®* in 5536 autopsies, found 
cancer in 477; 190 of the subjects being males and 287 females. 
Gusserow™ met with carcinoma in men and women in the propor- 
tion of 25 to 61. Among 8500 female patients, L. Mayer** had 332 
malignant tumors, distributed as follows: 119, or 1.5 per cent., of . 
the uterus, predominating in the cervix; 146, or 1.7 per cent., of the 
uterus, with involvement of the vagina; 256, or 3.2 per cent., of the 
uterus; 8, or 0.09 per cent., involving the vagina without the uterus; 
10, or 0.1 per cent., of the vulva; 2, or 0.02 per cent., of the ovary; 
8, or 0.08 per cent., of the breast; 39, or 0.45 per cent., in other than 
the 
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Giirlt’* arranged the following table indicating the incidence in 
11,140 benign and malignant tumors in females, 7479 of which were 
carcinomatous. Of these, 2845 were in the uterus alone; 604 in the 
uterus and vagina; 114 in the vagina alone; 81 in the vulva; 71 in 
the ovary. 

Schwarz met with 1 vulval carcinoma to every 38 uterine car- 
cinoma, Virchow™ 1 to 35 to 40, and Giirlt™ 1 to every 48 in the 
uterus. 

Génner” found, among 900 gynecological patients from 1873 to 
1881, 99 with carcinoma, and in 9 of these the vulva was the primary 
seat. Eisenhart® found, among 658 gynecological patients, 2 with 
primary vulval carcinoma. 

Billroth,’ in eight years, met with 4 vulval carcinomata among 548 
cancer cases. 

In 2134 gynecological patients admitted to Lakeside Hospital, 
there have been 106 cases of carcinoma of the generative organs, 
distributed as follows: 


106 


Carcinoma of the vulva has occurred in 0.28 per cent. of our 
gynecological patients, and forms 5.66 per cent. of the cases of car- 
cinoma of the female generative organs. ‘These figures represent 
fairly accurately the relative frequency of this condition, for by com- 
bining the cases reported by Mayer, Génner, Eisenhart, and those 

resented in this paper, 27 cases, or 0.22 per cent., were found in 
12,192 gynecological patients. 

According to Giirlt,"* carcinoma of the vulva formed 10 per cent. 
of all cancers in the female. His findings are based on observations 
covering 11,140 benign and malignant tumors. 

Acre. Sarcoma of the vulva occurs at an earlier age than car- 
cinoma. Launois,* however, reported a case of sarcoma in a woman 
aged sixty-two years. 

Carcinoma, on the other hand, occurs at the end of the activity of 
sexual life. ‘The oldest patient was ninety years, the youngest 
twenty years, and the average was seventy years. In 84 per cent. 
the patients were over forty-five years, the usual time for the meno- 
pause. 
Every author who has written on this subject quotes West’s” case 
in a woman, aged thirty-one years, as the earliest appearance of 
carcinoma of the vulva. There are, however, 4 well-authenticated 
cases in patients aged thirty," thirty,“ twenty-nine,” and twenty’ 
years, respectively, the diagnosis in the second and the fourth having 
- been confirmed by microscopic examination. 
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In 126 cases in which the age was given they were divided as 
follows: 
Per cent. 
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Winckel gives the following statistics on 54 cases: 


7 
Mayer’s™ statistics are: 


419 

Mayer finds the greatest frequency in the fifth decade, 
Winckel in the sixth, and our own figures, based on a much larger 
number of cases, in the seventh decade. The ages of the individual 
cases were as follows: Twenty, twenty-nine, thirty (2), thirty-one, 
thirty-two (2), thirty-four (2), thirty-five, thirty-six, thirty-seven, 
thirty-eight (2), thirty-nine, forty, forty-three (2), forty-four (2), 
forty-six (2), forty-seven (5), forty-eight (2), forty-nine (6), fifty 
(5), fifty-one (3), fiftystwo (2), fifty-three, fifty-four (5), fifty-five 
(4), fifty-eight (6), fifty-nine (2), sixty (5), sixty-one (3), sixty-two 
(6), sixty-three (2), sixty-four (3), sixty-five (5), sixty-six (4), sixty- 
seven, sixty-eight (6), sixty-nine (2), seventy (9), seventy-one, seventy 
two, seventy-three (3), seventy-four (5), seventy-five, seventy-six 
(2), seventy-eight, eighty-one, eighty-four, ninety. 

ErioLocy. In speaking of the etiology, the cause of cancer in 
general will not be considered, but only those conditions which pre- 
dis to its appearance on the vulva. 

The principa factors, as usually quoted, are mechanical injuries 
and sources of chronic irritation. The latter class includes many 
and varied conditions; the former has to do with trauma incident to 
pregnancy, coitus, and accidental injuries. One would think that 
if direct injury had anything to do with the causation of carcinoma, 
it would sometimes follow difficult instrumental deliveries; yet in 
only 3 cases is pregnancy spoken of as a possible causative agent. 
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Aschenborn* details a case that seemed to begin after a labor, while 
in the second case, cited by Franke, the tumor had been first noticed 
sixteen years before, at the first confinement, and after each labor 
it had increased markedly in size. In another of Franke’s cases the 
patient had undergone eleven deliveries with forceps, but the dis- 
ease was not definitely ascribed to the trauma connected with them. 
Coitus, too, may be attended by very severe injuries. Nussbaum“ 
cites 2 cases in which the abdominal recti muscles were ruptured. 
Himmelfarb” quotes 2 cases of extensive laceration of the vaginal 
wall, 1 of which was followed by infection and death. Schulein“ 
had 2 severe cases of laceration of the hymen. Other cases are 
mentioned by Bohm,“ Franke,“ Zeiss,“ Teuffel,“ and Berthel 
Anderson,“ but the etiological relation to epithelioma of the vulva 
is not clear. 

West” reports a case referred to a fall against the edge of a chair, 
with profuse hemorrhage five months before. In the monogr - by 
Ingerman-Amitin, a case is described in which the patient fell on a 
chest and suffered from a considerable tearing of the right labium. 
Two years later a carcinoma developed at the site of the injury. 

Although it can be readily seen that the vulva is exposed very 
often to severe injuries, very few of these accidents are followed by 
malignant disease. Since 2 of the cases reviewed in this paper 
occurred in women in whom the hymen was intact, it is clear that 
there are other factors that must be taken into account. 

Other conditions concern the lowering of the local resistance and 
the keeping up of a chronic irritation. In looking over the histories 
of these cases, one of the most striking features is the number in 
which pruritus has preceded the carcinoma. In 27 cases (20 per 
cent.) the patients had ‘suffered from this condition for from one 
month to five years before there was any sign of a tumor. 

Of course, in those instances in which the irritation has pre- 
' ceded the tumor by a few months only it must undoubtedly be 
regarded merely as an early symptom. Where, however, the patient 
had suffered for several years from an itching, which has given rise 
to considerable scratching with some abrasion and pigmentation, 
and later a carcinoma has developed on this area, it is only fair to 
assume that the pruritus was at least an indirect agent in its pro- 
duction. Where small papillomata, which are frequently met with 
on the vulva, are associated with a long-standing pruritus, it is not 
difficult to understand how the constant irritation of scratching 
could start up a malignant growth. This is well illustrated in Case 
VI., in which such a tumor had existed for twenty years, and in 
which, for a long time, there had been an annoying pruritus. For 
two years this had shown active growth, and at the end of that time 
was a typical epithelioma. 

In a case reported by Noble, pruritus had been present for twenty 
years, while the patient had only known of the existence of a tumor 
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a short time. Kelly speaks of a case in which pruritus had been . 
present for four years, and a spot like proud flesh was noted only two 
months before the patient came to him. Franke thinks that either 
the senile or diabetic form of pruritus may be followed by carcinoma. 
This is probably true as regards the senile form. In none of the 
cases was there a preceding history of a glycosuria, so that diabetic 
pruritus cannot be considered as a causative factor. But whether 
pruritus is an etiological factor or merely an early symptom, it should 
always be remembered that intense and obstinate itching is fre- 
quently the forerunner of malignancy, and whenever such a symp- 
tom is present a thorough examination with close inspection should 
be made. 

’ In most essays there is very little mention made of leucoplakia in 
this connection. Hildebrandt, Schwarz, Butlin, Noto,“ and Besc® 
have emphasized the fact that leucoplakia of the vulva often pre- 
cedes carcinoma. ‘The buccal seen in habitual smokers, 
and variously described as psoriasis, ichthyosis, or keratosis, is not 
infrequently the antecedent of carcinoma in this region. Similar 
plaques are seen on the vulva and may be the precursors of epithe- 
lioma. ‘These areas are irregular in circumference, opalescent, and 
pearly in appearance. They are situated on the labia majora or 
minora, clitoris, or even on the vaginal wall. Very often they are 
seen about advanced carcinomata and do not tend to disappear. 
Szasz™ (Budapest) says that leucoplakia is a natural evolution 
between kraurosis and carcinoma. 

Louis Mayer ™ has demonstrated a case in which carcinoma began 
in the epithelial thickening in the centre of one of these patches of 
leucoplakia. Schwarz reports a case in which a cancroid devel- 
= on the site where one year previously he had noted a leuco- 
plakial patch about the size of a dollar. The diagnosis was verified 
by microscopic examination. Jouin”® cites a case in which white 
plaques had been present a long time before ulceration began, being 
found constantly for two years. Franke, Maurel, Schwarz, Kelly, 
and Butlin have also seen leucoplakia of the vulva and vagina asso- 
ciated with carcinoma of the vulva. Since, then, carcinoma has been 
known to develop on areas of leucoplakia, they should be watched 
very carefully, and on the first suggestion of malignancy they should 
be widely excised. 

Psoriasis is also mentioned as a precedent condition. Maurel 
— such a case in the practice of Dr. Saint-Philippe, where for 

fteen or twenty years there had been psoriasis of the vulval mucosa, 
giving rise to some secretion and very painful itching. During the 
last four months an epithelioma developed, and six months later 
there were metastases in the inguinal glands. 

Brittauer’ reports a case of kraurosis vulvee, which, from scratch- 
ing to relieve the pruritus, became ulcerated, and, according to his 
description, probably: malignant. 
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Lancial™ reports a case of primary carcinoma of the left labium 
majus following a chronic abscess. ‘This reminds one of carcinoma 
of the breast, which in some instances has been attributed to a 
chronic mastitis. 

Arnott” has seen a case associated with syphilitic ulcer. Hutch- 
inson says that old sites of syphilitic areas may become cancerous. 
Maurel quotes him as follows: “Syphilitic ulceration with inflam- 
mation and hypertrophy may degenerate into cancer in a way so 
imperceptible and gradual that it is impossible to say when one ends 
and the other begins.” 

According to Veit,” repeated infections with gonorrhcea and 
syphilis predispose to carcinoma.. It is interesting to note, however, 
that none of the patients ascribed their condition to irritation from 
a vaginal discharge. 

Masturbation associated with pruritus is mentioned by Ingerman- 
Amitin as preceding carcinoma. ‘Two other cases are mentioned by 
the same author as being due to continued irritation. In one the 
condition was ascribed to the chafing from wearing a truss, and in 
another to continually rubbing the parts against the side of a bed. 
L. Mayer® also had a case in which the origin dates back to irritation 
from a truss. In this same connection, Schwarz has found similar 
factors in the production of primary vaginal carcinoma. Zizold® 
reported a case in which the carcinoma developed in a prolapse of 
the vagina, where the parts had rubbed against the inner surface of 
the thigh. Hegar,” Winckel,” and Kaltenbach™ have reported cases 
occurring from the pressure of pessaries. Schwarz had a case in 
which a pessary had remained undisturbed for a year. The woman 
had a sudden profuse hemorrhage, and on examination the pessary 
was found completely encrusted by an extensive carcinoma, which 
had developed in the region of pressure. 

Famiy History. In only one case has any mention been made of 
malignant disease in the patient’s family. ‘The mother of one patient”® 
died of cancer of the lip. 

Previous History. One patient® was treated for six or seven 
years for a vaginal eruption, which first appeared at twelve years of 
age. Sixteen years previously a second patient® had had eczema 
of the scalp, followed some months later by icterus. Another 
patient” had had a tumor of the larynx removed eleven years pre- 
viously, with no return. One patient™ lived amid inferior hygienic 
conditions. One patient’ had had puerperal fever, and two“ had 
been curetted. 


ASSOCIATED ConpiTions. ‘The following associated conditions 
were found: leucoplakia in 8 cases; retroflexion in 5; retro- 
version in 5; pelvic peritonitis in 2; psoriasis in 2; descensus 
uteri, double hernia, cervical polyp, femoral hernia, dropsy, fibroid 
and ovarian tumors, and adenoma of the right breast in 1 case 


each. 
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CHILD-BEARING. ‘There were 97 patients married, 8 single, and 
10 widowed. In 59 cases where the number of pregnancies is given, 
they were divided as follows: 

5 6 8 
4 6 4 


7 
3 


In 1 case there was a history of a twin pregnancy,” and in another 
there was a laceration of the perineum. One patient’ had had 
eleven confinements, in all of which the forceps were used. 

Occupation does not seem to play any part in this disease. In 
none of the cases is there any stress laid on this point. 

Symptoms. Epithelioma of the vulva may exist for a long time 
without causing any symptoms, and very often the tumor is only 
discovered accidentally. Tn 20 cases the presence of a small tumor 
was noted as the first evidence of the disease. In the majority of 
instances (44 in the series) the first sign of the disease was pruritus. 
This is variously described as an itching, burning, pricking, or 
sticking sensation, coming on in paroxysms, or sometimes constantly 
present. ‘The discomfort is very intense and gives rise to consider- 
able scratching, producing excoriations and pigmented areas about 
the vulva. It may disappear entirely for a time and then recur. 

Ingerman-Amitin made the following statement: ‘It is possible 
that the origin of a small unnoticeable carcinomatous nodule may 
cause itching, which can exist as the only symptom for a long time, 
without the patient or even the doctor knowing the true condition.” 

The pruritus is due to the irritation of the nerve endings of the 
ilioinguinal and cutaneous branches of the pudic nerves. Noble” 
carefully dissected out these nerves in a case of epithelioma of the 
clitoris, and the itching was promptly relieved. Schwarz calls atten- 
tion to the worried and anxious facies due to this uneasiness about 
the vulva. 

Pain is one of the later symptoms, although it was the first cause 
of complaint in 6 cases. e tumors, when seen early, are usually 
neither painful nor sensitive, but the pain increases in severity as 
ulceration advances. The pain is described as sharp, piercing, 
darting, pricking, lancinating, stinging, smarting, or burning. It 
comes on in paroxysms, and is worse at night. It frequently radiates 
into the hip and down the thighs or may be referred to the lower 
abdomen or the vagina. Walking or even sitting is soon accom- 
panied by great distress, and the patient becomes bedridden. Pain 
was marked in 46 cases, and in 7 cases there was no pain, but the 
latter were seen early in the disease. The pain was very severe in 3 
cases in which the tumor had been growing for four months, while 
in others the growth had been present for more than a year. 

Urination is nearly always interfered with as the}j carcinoma 
advances, owing to the trickling of the urine over the ulcerated sur- 
faces. ‘There was smarting, burning, scalding pain on voiding in 
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22 instances, and in many of these there was increased frequency. 
In advanced cases there may be incontinence. There may be diffi- 
cult micturition from the fact that the surrounding infiltration 
causes a stenosis. Catheterization may be difficult, and there may 
be such a degree of retention as to force the patient to submit to 
operation. 

Frequently, from the mere’ mechanical irritation of the tumor, 
there is a slight discharge, keeping the labia moist and causing dis- 
comfort. As soon as ulceration takes place the discharge becomes 
more profuse. At first it is whitish, mucoid, and watery, but later, 
as the tissue degenerates, it becomes more fetid, yellowish, and puru- 
lent. It is tinged with blood from time to time, and in 3 cases there 
was profuse hemorrhage. In 1 case hemorrhage was the first symp- 
tom; 45 patients complained of a discharge. Painful coitus was 
the initial complaint in one patient. An intractable insomnia very 
often results from the pain and discharge. 

Course. Maurel describes a pre-tumoral period, which is accom- 
panied by severe and intolerable pruritus, coming on at intervals in 
women who have passed the climacteric. The condition at the time, 
he admits, is unrecognizable. 

In the second period, a tumor is present with infiltration about its 
margin, but without any ulceration. This tumor formation begins 
in two different ways. ‘The first is characterized by a localized area 
of thickened and whitened tissue, the surface of which becomes 


cracked and fissured, and from these clefts the epithelial growth 
may spring. In the second class of cases the patient’s attention is 


66 


first directed to a prominent tumor resembling a “wart,” “pimple,” 
“blister,” or “proud flesh.” One meets with these small, warty 
prominences on the vulva frequently. Papillomata, Veit says, 
is the most fitting name for them. They resemble venereal con- 
dylomata, their etiology and failure of extension constituting impor- 
tant distinctions. These growths remain quiescent for months or 
even years, after which, from some cause, they may take a rapid 
growth and become typical malignant tumors. 

Thirdly, we have the period of ulceration, and occasionally only 
at this time is the tumor first noticed. Involvement of the upper 
chain of the inguinal glands soon develop. The final stage is much 
more rapid. The ulceration becomes more marked. Occasionally 


_ metastases occur in the viscera. Death from exhaustion is the usual 


ending. 

As a general rule, all the tumors are of slow growth. They may 
be latent for months or even years, until some accident calls the 
patient’s attention to the vulva, and a tumor is discovered. A tumor 
had been present on the vulva for twenty, sixteen, and eight years, 
respectively, in three cases. The patients usually present themselves 
six or seven months after they have noticed the growth. 

As illustrating the tardy growth the following cases are of interest: 


294 DITTRICK: EPITHELIOMA OF THE VULVA 


In one, after eight years, during the last six months of which the 
increase had been relatively rapid, the tumor measured 3 cm. by 
3cm. Other cases at the endof a year presented the following 
appearances: growth, the size of a filbert; ulcer, the size of a bean; 
three nodules, the size of a bean, 1 cm. in diameter; ten-pfennig- 
sized tumor; not ulcerated; two small, wart-like nodules. 

The following showed a more rapid increase in size. After one 
year in one patient the growth had encircled the vulval outlet. In 
eight months another tumor had almost completely obstructed the 
vulval orifice. Another had increased to the size of a goose’s egg in 
five months. Tumors the size of a hen’s egg were found after six 
months, three months, and three weeks, respectively. In four 
weeks one tumor had reached the size of a dollar. 

The average duration of the disease is about two years without 
operative interference. In one rapidly growing tumor the patient 
only lived four months after the tumor was discovered (Deschamps”). 
In other cases the tumor may grow very slowly, and may not cause 
death for many years. In Case VI. a tumor had been present 
twenty years, and had grown actively for three and one-half 
years 
Diagnosis. The vulva is the seat of other lesions, which are often 
difficult to differentiate from epithelioma. 

In the early diagnosis, tuberculosis and syphilis are first to be 
. eliminated. In tuberculosis or lupus under treatment the disease 
tends to heal with cicatrization, and often with considerable hyper- 
trophy of the surrounding tissue. Tuberculosis occurs in younger’ 
patients and does not show as great a tendency to bleed on manipula- 
tion. When there is any doubt a small fragment should be excised 
and examined microscopically, as at times this is the only method 
possible to clear up the diagnosis. 

When the disease occurs in the form of a prominent tumor it may 
resemble myxoma, sarcoma, or syphiloma. Sarcoma occurs early 
in life and is very rare. Early in the epitheliomatous process there is 
a close resemblance to the initial lesion of syphilis, but when the 
surface becomes ulcerated, the characteristic granular surface, the 
irregular, yellowish-white areas of necrosis, the hard consistency, 
the indurated border, and the resistance to antisyphilitic treatment, 
aid in the diagnosis. This feature was studied by Géber’® in 1871. 
Four cases in this series were first treated for syphilis. 

In the ulcerated form the lesion might be mistaken for a syphilitic 
or tuberculous ulcer, an ulcerated fibroma, or an ulcerated lipoma. 
Elephantiasis may have papillary excrescences resembling epithe- 
lioma. 

Peterson reports a case that had been lanced, on the supposition 
that the growth was an abscess. 

Psoriasis, which is indolent at the beginning, with very little 
itching or sensitiveness, may later be confounded with carcinoma. 
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When the inguinal glands are palpable, and there is rapid growth 
with cachexia, the diagnosis is more easily made. 

Prognosis. The prognosis is very grave. The fact that it occurs 
in women of advanced age, frequently limits the treatment to pallia- 
tive measures, on account of other co-existing conditions, which 
contraindicate a radical operation. When the disease is seen before 
the inguinal glands are involved, the prognosis, of course, is more 
A radical operation at this time may give the patient 
several years of absolute freedom from the disease, although at any 
time it is likely to return. 

Anatomy. The 
the structures comprising the vulva. In this series the following 


Posterior 


In 53 cases the on the right in 31 on the left 
side. ‘The disease most frequently a 
inner surface of its posterior half or in the sulcus between it and 


In the beginning the disease occurs as a small warty tumor, a 
localized thickening, or even as a small ulcer. 
ease is more marked, Gebhard” recognizes three distinct types: (a) a 
prominent tumor; (5) a diffuse infiltration which is not elevated; (c) 
deep, crater-like excavations. Maurel describes two typical forms: 
(a) vegetating; (6) infiltrating. ‘These two forms may co-exist. 

In looking over 123 described cases, two-thirds were found to 
have occurred as a prominent tumor formation. 
there was a carcinomatous ulcer; 7 per cent. showed a crater-like 
excavation; 4 per cent. appeared as the diffuse carcinomatous infil- 
tration spoken of by Gebhard. ‘Two cases in the last class, when 
seen some months later, had developed eaten-out ulcers. The car- 
cinomatous ulcers, through infiltration into the deeper tissues, with 
accompanying necrosis, later develo 
sequently when the disease is well advanced there are but two 
classes: those in which there is a prominent vegetating tumor and 
those in which there is ulceration, infiltration, and necrosis, extend- 
ing deep into the cellular tissue. 

In the different cases the disease presented the following appear- 
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About the site of the lesion the skin is frequently excoriated and 
pigmented from scratching, and plaques of leucoplakia are often. 
seen. The larger number of cases are first seen when the process is 
represented by a prominent tumor. This varies with the progress 
of the disease from the size of a small bean, until it may completely 
block the vulval orifice. At first it is smooth, rounded, yellowish- 
white, sharply circumscribed, and freely movable over the under- 
lying tissues. Occasionally it forms a flat, plaque-like tumor. 
Ulceration may be present as early as three weeks after the tumor 
has been noticed, or, in a small number of cases, there may be no 
ulceration for years. Usually, however, it is present at the end of 
six months. The ulceration begins on the inner and lower surface 
of the tumor, where it comes in contact with the structures of the 
opposite side. After this change has taken place growth is more 
rapid. The surface becomes irregular, uneven, raw, granular in 
appearance, and the color varies from pink to dark red or even 
violet. It may be nodular or fissured, and in the crypts between 
the small prominences are whitish collections of pus and epithelial 
debris. Small localized areas of necrosis give it the appearance of 
an erosion produced by an acid. The growth may be papillary or 
fungoid and consist of numerous densely packed cali: with 
mushroom-like edges. In consistence it is very hard and firm, 
except where there is much necrosis, when softish areas are felt. A 
more or less thickened pedicle may be present, especially when the 
growth arises from the clitoris. 

The tumor bleeds readily on manipulation and is very friable. 
On section it is pearly white, with small yellowish areas of necrosis, 
which can be squeezed out on pressure. At first the tumor is super- 
ficial; later epithelial cords are felt extending into the deeper tissues 
through the lymph channels; the base is hard and indurated. Finally 
the growth becomes adherent to the os pubis and is firmly fixed. 

More rarely the growth begins as a diffuse infiltration with no 
elevation above the surrounding tissue. It soon becomes ulcerated, 
and presents the usual appearance of a carcinomatous ulcer. When 
first seen the ulcer is usually about the size of a twenty-five-cent 
— and the growth is freely movable. The tissue about and 

neath it becomes indurated and infiltrated, and the ulceration in 
the end involves one or both sides of the vulval orifice. The edges 
of the ulceration are irregular, elevated, and undermined. ‘The 
base is reddened, moist, fissured, and has an eaten-out appearance. 
From the base papillary fungoid masses arise. Areas of necrosis 
are seen as whitish spots irregularly distributed over the floor. 

The crater-like form is merely a more extensive degree of ulcera- 
tion, in which the centre is dee Iy excavated from the penetration of 
the carcinoma into the underlying connective tissue. 

Microscopically. Epitheliomatous growths of the vulva are divided 
into four c ; scirrhus and medullary carcinoma, cancroid and 
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melanocarcinoma. ‘The first two varieties are distinguished solely 
by the amount of intervening connective tissue; in the former the 
stroma; in the latter the epithelial tissue preponderates. L. Mayer™ 
published 2 cases of the scirrhus variety. The microscopic descrip- 
tions are so few in the literature that it is impossible to tell how many 
cases are medullary in type. Four cases, 1 reported by Percheron* 
and 3 by Franke, seem to belong to this class. Cancroid is the term 
which the German authors use to represent the variety characterized 
by the presence of numerous epithelial pearls. Schwarz reported 
23 cases. (This class forms the greatest number of epitheliomata 
of the vulva.) Deschamps” reported an instance of degenerating 
epithelioma in which some of the areas resembled colloid material. 
Numerous pearls were also seen, which would lead one to believe 
that it was a degenerating cancroid. Melanocarcinoma is char- 
acterized by the presence of brown or black pigment particles, 
either in the cancer cells or in the tissue about them. Bailly* and 
Franke have each reported a case of this kind. None of the cases 
belong to the glandular form of carcinoma, unless we include those 
in which the growth originates in Bartholin’s gland. In 73 cases of 
this series the diagnosis was verified by microscopic examination, 
but in the others the descriptions, plates, and clinical histories show 
that they were undoubtedly epitheliomata. The progress takes 
place by direct extension along the lymph spaces, with degeneration 
of the adjoining tissue. In this manner the cutaneous tissues about 
the vulval orifice may be involved from the mons veneris back to the 
rectum. 

Metastatic nodules are not infrequently found in the neighboring 
areas of the vulva or even back on the perineum, the infective 
material having been carried through the lymphatics, although in 
the latter case the cells have travelled against the lymph current. 
An interesting feature is also met with in cases in which the surface 
of the opposite labium, in contact with the tumor, becomes the seat 
of carcinoma. Cases of this nature are cited by Schwarz, Hilde- 
brandt,” Zweifel,® and Kelly. Franke points out the origin as due 
to the invasion of the cancer cells through the blood or lymphatic 
vessels; mechanical irritation of the tumor itself; lowering of the 
local resistance from the secretions of the ulcerated tumor; direct 
transplantation of masses of cells; and the implantation of the 
organisms, if such there be, of cancer. There is no doubt that 
similar tumors arise at the point of contact, but the etiology in these 
cases is a matter of theory, and probably all but one of the causes 
assigned by Franke play a part. The parasitic theory, however, 
with our present knowledge is untenable. 

Hildebrandt has said that carcinoma of the vulva only exceptionally 
extends beyond the caruncule myrtiformes and the margin of the 
vulva. Schwarz says that conversely primary vaginal carcinoma 
rarely encroaches upon the vulva. In 14 cases the vaginal wall was 
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involved, and in 2 cases*® ™ the disease had extended along the 
entire length of the posterior wall and finally invaded the cervix 
uteri. 

The urethral orifice is rarely invaded, but in 1 patient® the car- 
cinoma had involved the urethra and the neck of the bladder. The 
cutaneous tissue, as far as the groove of the groin, had become infil- 
trated in 2 cases. The infiltration in 6 cases had extended upward 
beneath the mons veneris, and in 2 cases over the anterior abdom- 
inal wall. ‘The clitoris was secondarily invaded in 17 cases, and the 
opposite side of the vulva in 11 cases. Small metastatic nodules are 
found in 2 cases in the skin over the inner surface of the thigh.° * 

Metastases in the inguinal glands are very common. Through the 
communication of these with the iliac, sacral, and lumbar glands, 
metastases may be found in any of these groups. Percheron“ 
describes such a case in which the inguinal glands were enlarged, 
and similar nodules were found along the iliac vessels and on up to 
the right of the aorta. In this case numerous nodules were also 
found in the lower part of the abdomeh and on the posterior surface 
of the uterus. Cases in which the disease had involved the abdom- 
inal lymph glands are also.reported by Kiistner, Franke, Hirigoyer,” 
Saint-Philippe,” Schwarz, and Ingerman-Amitin. 

Cases are reported in which other viscera have shown metastases, 
infection having probably occurred through the blood stream. In 
a case reported by Zeiss there was a carcinomatous nodule in the 
left breast, with two infiltrated axillary glands. Kiistner’s® patient 
had miliary carcinosis of the lung, with carcinoma of the heart, 
liver, spleen, and kidney. Cancerous nodules were found by Arnott 
in the pleure, in both lungs and in the heart, the primary seat being 
on the clitoris. Franke had a case in which, from the clinical symp- 
toms, he diagnosed metastases in the lungs. Léger® found in his 
patient cancerous nodules in the kidneys and lungs. 

In those cases in which the glands were found to be carcinomatous, 
50 per cent. had become involved during the second six months of 
the tumor’s existence. One case showed involvement of the glands 
at the end of three months, another three and one-half months, and 
another in four months. On the other hand, a case reported by 
Frerichs“ showed well-marked ulceration for three years with no 
glandular involvement. 

In 33 cases clinically there was involvement of the glands, and in 
9 of these the diagnosis was confirmed by microscopic examination. 
In 36 additional cases the glands were enlarged, but in 12 of these 
the condition was due to hyperplasia of the lymphoid tissue, without 
any carcinomatous invasion. Several cases showed slight enlarge- 
ment of the glands before excision of the ulcerated tumor, and with 
the removal of the growth the swelling of the glands subsided. In 
28 cases recurrence took place in the inguinal glands after operation. 
Where the glands from one side only had been removed in 2 cases, 
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recurrence took place in those of the opposite side. In 7 cases there 
was a recurrence in the groin after the glands of the same side had 
been removed. 

The disease may be so extensive in the inguinal glands that the 
blood supply of the leg may be interfered with sufficiently to cause 
oedema or even gangrene of the limb, as reported by Rupprecht. 

TREATMENT. In cases which are seen before the glands have 
become enlarged a radical operation holds out the greatest hope. 

Authorities do not agree on the treatment advised for the inguinal 
glands. Diffenbach* and Hildebrandt” hold that the new-growths 
are inoperable when the lymph glands are swollen. Winckel” con- 
siders excision of the glands a grave procedure on account of the 
patient’s age, especially when they are bedridden. He asserts that 
exclusive excision of the primary growth is without doubt satisfac- 
tory. He employs this even when the superficial inguinal glands 
are enlarged, as this swelling usually subsides under such treatment. 
Other authorities remove the glands only when they become en- 
larged. Some take out only the glands on the side involved and 
remove those of the opposite side, if necessary, later. Rupprecht* 
advises removal of the glands on both sides, even though they may 
not be swollen. Veit says the inguinal glands should be removed 
before excising the tumor. As recurrence may take place on the 
opposite side of the vulva, or in the inguinal glands, on either side, 
it would seem better to take out the glands from both groins as 
well as both sides of the vulva. 

When an excision of the primary growth only is to be carried out, 
the entire side of the vulva should be removed, but if there is the 
least suspicion of excoriation or induration, the opposite side should 
also be excised. The incision should be carried well outside the tumor 
from the mons veneris above to the posterior portion of the labium 
majus on either side. On the inner surface the incision is made just 
outside the caruncule myrtiformes, the two incisions meeting a short 
distance above the urethra. Of course, this may have to be altered 
if the vaginal wall or the urethra is involved, and the incision must 
be made to include the entire growth. The mass so outlined must 
be dissected out, and the fatty tissue removed as deep down as the 
_ pubic bone. Maurel advises the use of the écraseur and cautery to 
accomplish this. When completed, Franke and Kiistner have an 
inverted Y-shaped wound. 

Rupprecht recommends extensive dissection of all glands, super- 
ficial and deep, analogous to the operation for cancer of the breast. 
His results justify the recommendation of the procedure as the best 
treatment for epithelioma of the vulva. The incision is carried from 
the symphysis pubis to the anterior superior spine. A second 
incision is made downward from the first, along the course of the 
femoral vessels. The skin is dissected upward to the aponeurosis 
of the abdominal muscles, outward to the fascia lata, and inward 
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to the adductor muscles. The entire three-cornered mass of fat 
and glands is separated down to the deep vessels, after Scarpa’s 
triangle has been cleaned out. The saphenous vein will have to 
be ligated where it joins the femoral. It is often necessary to divide 
Poupart’s ligament and remove glands from the sheath of the 
vessels. 

When the mass of fat and glands has been thoroughly dissected 
out on one side the other groin should be treated in a similar 
manner. ‘These masses may either be removed singly or they may 
be taken out with the vulval growth in one piece. 

In Case V. the femoral vein was wounded and the wall was sutured 
with silk. Leech tied the femoral vein in one case, and, although 
marked cedema followed, there was no gangrene. Langenbeck,** 
Bergmann,* and Braun“ have tied the femoral artery. In such 
cases, Rupprecht advises the maintenance of the leg in the upright 
position with no compression. 

Schwarz cites a case in which, on account of a heart lesion, 
Olshausen excised the growth and both glands under cocaine. 

As a rule, the wounds heal well, but on account of the great tension 
in some cases there may be some separation of the edges, with 
healing by granulation. The operation is attended by very little 
shock, and the patients stand it well. Among the complications 
after operation are secondary hemorrhage, infection, and bladder 
disturbances. 

Secondary hemorrhage occurred in 2 cases, in 1 of which it took 

lace from the artery of the clitoris. In a case reported by Franke, 
in which the posterior vaginal wall was involved, infection took 
place through the rectovaginal septum and fatal peritonitis devel- 
oped. Where the urethral orifice is involved in the growth, a 
catheter should be left in the bladder. In 1 case, because of cicatri- 
zation about the urethral orifice, catheterization had to be kept 
up for a long time. Incontinence was present in 1 case. 

When the disease is well advanced, only palliative measures can 
be employed. The ulcerated surfaces should be kept clean by daily 
dressings with antiseptic solutions. The hot sitz bath is especially 
useful in reducing the surrounding infiltration and the amount of 
the discharge. 

Enough morphine should be given to relieve the pain and keep 
the patient comfortable. When the patient becomes bed-ridden, the 
greatest care must be taken to prevent bed-sores. 

When the growth is fungoid, even though far advanced, thorough 
curetting with cauterization of the base will afford considerable 
relief for a short time. The x-ray, which has been shown to bring 
about complete a of superficial epitheliomata of the face, has 
proved of very little value in this region. It was tried in 3 advanced 
cases; but, although the lesion was reduced from a prominent 
growth to practically a granular ulcer, the infiltration into the depths 
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continued unabated. In one case, when this procedure was first 
employed, the pain was relieved for several hours after, but gradually 
‘this eifect wore off, and the patient seemed to be as comfortable 
without as with the treatment. 

Resutt. The longest period that a patient has been found to be 
entirely free from the disease is five years. ‘This patient could not 
be pronounced cured, for, in a case reported by Schwarz, Olshausen 
excised a growth which had recurred six years after the patient 
had been operated upon by Kiistner. Zweifel, in the Cyclopedia of 
Obstetrics and Gynecology, vol. xii. p. 311, cites another case in 
which a recurrence took place five years after the patient had been 
operated upon by Schroeder. It is evident that statistics showing 
freedom from recurrence for a shorter time than this are valueless, 
as far as permanent cures are concerned, and in the absence of any 
cases that have been free for more than six years, it must be admitted 
that the disease probably always recurs. 

The following cases were free from recurrence for over three years, 
and 10 additional cases for more than one year: 

Author. ; 


Rupprecht 
Martin® . 
Schwarz . 
Schwarz . 
Schwarz . 
Manley** . 
Schwarz . 
Schwarz . 
Kelly . 


Schwarz had 2 cases, in 1 of which the patient died of emphysema, 
and in the other of erysipelas; they had been for four years and seven 
months and four years and four months, respectively, free from 
recurrence. 

Martin® reports another interesting case in which, although the 
whole of the outer genitalia and one-third of the vagina had been 
removed, the patient went through a normal delivery two years after- 
ward. ‘The recurrence may take place either in the glands, on the 
vulva, or in both situations at the same time. Where the vulval 
growth alone was removed the recurrence was found in the glands 
in 12 cases, on the vulva in 9 cases, and in both simultaneously in 
11 cases. Where the glands were removed from one or both sides, 
together with the primary growth, recurrence took place in the 
glands in 6 cases, on the vulva in 9 cases, and in both vulva and 
the glands in 7 cases. It is therefore necessary to remove the glands 
and the vulva as widely as possible in the endeavor to prevent 
recurrence. If, however, there is some contraindication to the more 
radical operation, it should be borne in mind that a wide excision 
of the growth will often yield several years of freedom from the dis- 
ease. Nor should it be forgotten that, as in carcinoma elsewhere, the 
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earlier the patient is submitted to operation the better her chance 
of having several years of freedom from a recurrence, even if per- 
manent cure is impossible. : 

The most frequent cause of death is exhaustion, due to recurrence 
with ulceration. Five patients died from metastases in the viscera; 
3 from hemorrhage from the femoral vein (Schwarz, Leech, and 
our own Case II.). Three patients died from other causes. In 2 
other cases infection took place from the ulcerated tumor, and the 
patient died of peritonitis. 

Conciusions. 1. Malignant growths of the external genitalia in 
women are rare. Carcinoma of the vulva occurs in approximately 
0.22 per cent. of gynecological patients, and in 5.66 per cent. of 
patients suffering from carcinoma of the genital apparatus. 

2. In a series of 135 cases, the records of which have been carefully 

examined, the age of the youngest patient was twenty years. The 
_ greatest frequency is between the ages of sixty-one and seventy 

ears. 
. 3. Mechanical injuries to the external genitalia are generally 
quoted as among the principal causes of carcinoma vulve. ‘Their 
etiological relation to this disease, however, is by no means generally 
evident. On the other hand, long-continued irritation, as, for 
instance, that caused by a pruritus, undoubtedly has often to do with 
malignant growths of the vulva. Leucoplakia also has often been 
noted as a precursor of epithelioma vulve. 

4. The disease usually begins on the labium majus, and is seen 
more commonly on the right side. 

5. There are two types of the disease—vegetating and infiltrating 
—which may co-exist. 

6. There are four histological classes: scirrhous and medullary 
carcinoma, cancroid, and melanocarcinoma. 

7. The most common symptom is itching. When ulceration has 
taken place there is usually pain, more or less foul discharge, 
and some bleeding. Occasionally there are profuse hemorrhages. 
Intractable insomnia often results from the itching and pain. 
Dysuria is not very uncommon. 

8. Four stages are described by Maurel: (a) The pretumoral 
stage, characterized by an intolerable pruritus. (b)'The second stage, 
in which a tumor with infiltration is present. (c) The period of ulcer- 
ation, usually with speedy involvement of the inguinal glands. 
(d) In the final stage ulceration becomes more rapid. Occasionally 
metastases occurs in the other viscera, and the patient dies of 
exhaustion. The average duration without operation is about two 

ears after the discovery of the tumor; not a few cases, however, 

t much longer. : 

9. When the diagnosis is doubtful, the microscopic examination 
will prove conclusive. Rapid growth, with cachexia and implication 
of the inguinal glands, is very suggestive. 
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10. The prognosis is bad. Return—so far as we know at present 
—is almost inevitable. No case is on record in which the patient 
remained free from a recurrence for over six years. 

11. The best treatment consists in early excision of the vulva, 
with extensive dissection of the inguinal glands on both sides. 

12. The -rays are of little value in these cases. Occasionally 
they may alleviate pain and inhibit the external growth, but they 
exert no influence upon the deeper extensions. In non-operable 
cases the treatment is similar to that emplyed for extensive car- 
cinomatous growths elsewhere. 

I wish to express my thanks to Dr. Hunter Robb, Dr. Dudley 
P. Allen, and Dr. William H. Weir for the use of their cases and 
valuable assistance in preparing this paper. 
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A CASE OF NECROTIC STOMATITIS FOLLOWING 
MEASLES AND PNEUMONIA.’ 


By R. Max Goepp, M.D., 


PROFESSOR OF CLINICAL MEDICINE IN THE PHILADELPHIA POLYCLINIC, PHILADELPHIA. 


Tue history of the case is as follows: H. A. R., male, aged twenty- 
one months. The mother states the child has never had any ill- 


ness. Parents and older brother are well. 

February 18, 1904. ‘The present illness began eleven days ago 
with measles. No physician was in attendance, the child’s father 
being a medical oiled. The mother states that the rash appeared 
first on the face, and that there was some conjunctivitis; that the 
child had very little fever and was up and about. 

On examination the child was found to be well nourished; the 
face red and puffy; the eyes inflamed and swollen; no cyanosis. 
Evidence of rash in the last stage of desquamation on the chest; 
respirations rapid ; pulse 140. Over the right base rales and bronchial 
breathing are heard. 

The next three days were marked by a gradual improvement. 
On the fourth day the mother reported that she had discovered a 
patch on the inside of the mouth the night before. On examination 
a slough was found one and one-half inches long by one-quarter 
inch wide, running back from the left angle of the mouth, and 
confined to the inner surface of the cheek. The gums were not 
involved. The slough was white in color and very dense. There 
was no odor, although the mother said she had noticed a bad odor 
the day before. The cheek was slightly indurated, but not edema- 
tous; there was a small purplish spot on the outside, opposite the 


1 Read before the Philadelphia Pediatric Society, March 14, 1905. 
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necrotic area. A mouth wash of hydrogen dioxide, half strength, 
was ordered to be used at short intervals. 

On the 24th the mother requested a consultation with Dr. J. 
P. C. Griffith, who was unable to see the case until the afternoon. 
Dr. Griffith, however, concurred when cauterization of the necrotic 
area was suggested, and this was done at noon on the same day 
with nitric acid, by Dr. J. M. Spellissy. This cauterization did not 
appear to be very destructive. In the afternoon, when the child 
was seen by Dr. Griffith, there had been no spreading of the slough, 
and the condition of the lungs was found to be favorable. He again 
agreed to the advisability of more radical cauterization with the 
actual cautery. At this time no spot was seen on the cheek, and 
there was no odor. The fauces and tonsils presented a clean appear- 
ance. On the next day at noon Dr. Spellissy curetted the necrotic 
area and cauterized it with the Paquelin cautery; the slough had 
begun to separate at the centre, but had spread slightly at the 
periphery. A point on the gums opposite the slough was found to.be 
affected. ‘The cheek was less hard and there was no red spot. Both 
cauterizations were performed under chloroform anesthesia. At 
this visit the pulmonary condition was distinctly improved, although 
the temperature was still 1012° and the respirations 44. The 
child was seen again in the evening, re was then found asleep 
and in a very fair condition. 

After that the patient came under the care of Dr. M. G. Tull, 
and recovered within a few days. I saw the child some three 
months later, when it was quite well. 

Before the necrotic area was cauterized, culture tubes were 
inoculated with some of the material with the following bacterio- 
logical result: “Diphtheria organisms found in both throat and 
mouth; all the cultures showed, in addition, staphylococcus albus 
and streptococcus pyogenes; no bacilli nor higher fungi observed.” 

The diagnosis of this case is open to some question. In view of 
the presence of measles complicated by pneumonia—one of the 
commonest causes of noma—the evident tendency of the lesion to 
spread both on the cheek and to the opposed gums, and the char- 
acter of the diseased tissue, which was dense, tough, and not like a 
false membrane, I believed I had to deal with a very early stage of 
the process that terminates in gangrenous stomatitis. ‘The pres- 
ence of the Klebs-Loeffler bacillus is in favor of this diagnosis, as 
the micro-organism has been found in a number of cases of noma, 
although it probably is not the cause of the disease. Walsh found 
the diphtheria bacillus in eight cases of noma that he examined, 
five of them following measles; while in fifteen cases of ulcerative 
stomatitis the bacillus was not present. Sailer has reported two 
cases following typhoid fever, in both of which cultures of the 
diphtheria bacillus were obtained, although it should be mentioned 
that in one of these there was a history of diphtheria a year pre- 
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viously. Similar findings have been reported"by Fréymuth and 
Petruschky, v. Ranke, Perthes, and others. Animal experiments, 
when any were made, were inconclusive, and some of the observers 
expressed the opinion that if the bacillus found were really the 
diphtheria bacillus its virulence was diminished. Blumer and 
McFarlane, who studied an epidemic and reported their results 
in 1901, believe that the disease is due to a thread-like organism of 
the leptothrix type that does not grow on ordinary media, thus 
confirming the observations of Perthes in 1899. They exclude the 
diphtheria bacillus as a causal factor. Apparently the leptothrix 
referred to was not found by the bacteriologist of the Philadelphia 
ae Laboratory, where the examination of this case was 
made. 

Antitoxin has been given in some of the cases in which the diph- 
theria bacillus has been found, but the evidence of its usefulness 
is not clear, and since it appears to be proved that the Klebs- 
Loeffler bacillus is not the cause of the disease, the use of antitoxin 
does not seem to be clearly indicated. On the other hand, it is 
difficult to say whether the active cauterization and curettement 
employed in this case had anything to do with the favorable ter- 
mination. Most authorities, however, agree as to the advisability 
of removing the diseased area as completely as possible, either with 
with the cautery or with the knife. 


THE NEGATIVE VALUE OF KERNIG’S SIGN.’ 


By Rosert N. M.D., 


OF PHILADELPHIA. 


urpose in discussing the flexion-contracture symptom, com- 
ili te heen as Kernig’s sign, is not so much one of a desire to 
question its regularity of occurrence in meningitis as to demon- 
strate or to disprove at first hand, and as nearly as possible, its 
negative value—viz., its regularity of non-appearance—if there be 
such a thing, in conditions other than and uncomplicated by men- 


i Osler, F. A. Packard, Netter, Chauffard, Sailer, J. E. 
Miller and others have shown that the sign is usually though not 
invariably present in cases which leave no doubt as to the presence 
of meningitis. ‘Tuberculous meningitis would seem more often to 
fail to present the typical Kernig contracture than the various 
non-tuberculous forms of the disease. The cases cited by these 


1 Read before the Section of Medicine, College of Physicians, May 7, 1905. 
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writers, as well as those studied by myself, show that the unavoid- 
able contraction of the flexor muscles on raising to a right angle 
the leg extended upon the thigh, or the inability of patient and 
operator to fully extend the leg when the thigh is at right angles 
with the body, may not appear until late in the disease, that it may 
occasionally be unilateral, and finally that it may be transient or 
even absent throughout the course of a typical meningitis. 

In each of 3 cases of cerebrospinal meningitis, all probably due 
to pneumococcus infection, I have recently obtained Kernig’s con- 
tracture in marked degree, and in each instance it has persisted 
from the time the case was first observed by me until the present 
moment, although of the 3 cases, 2 have entirely recovered (symptom- 
atically) and the third is out of both bed and house, though still 
under the:care of Dr. Wm. Campbell Posey for a slight, persistent - 
optic neuritis. ‘Two of these patients on being examined for the | 
flexion contracture stated voluntarily that they “never could bend 
their knees straight when sitting up.” Both, in fact all 3, sill show ~ 
an angle of flexion of about 110 to 115 degrees, when the thigh is 
easily carried to a right angle with the trunk. Osler (1887) was 
one of the first authorities to point out the value of this sign. 
The most recent edition of his text-book states that “it (Kernig’s) 
is a valuable sign, and has been present in all of our recent cases.”’ 
He makes no mention of its occurrence in conditions other than 
meningitis. 

Since both of the patients to whom I have referred are unusually 
intelligent observers in other’matters, I am inclined to give them 
credit for accuracy in their belief as to their inability to fully extend 
the leg upon the thigh prior to the illness. Moreover, on testing my 
own limbs for the sign I find that while I can with an effort straighten 
the leg to the full 180 degrees when sitting erect or when recum- 
bent, none the less it is with considerable discomfort, and I am 
by no means reluctant to relax the flexor tendons at the proper 
time. 
. These facts led me to a study of the cases in the medical wards 

of the Philadelphia Hospital, only those being selected which 
showed a complete absence of meningeal symptoms. No case has 
been considered which has presented even a suspicion of stiffness 
or rigidity of the cervical muscles, or of delirium, or in which a 
contracture of the flexor muscles of the leg could be detected when 
the patient was in the complete recumbent posture. Moreover, 
Kernig’s sign was considered positive only if one or the other leg, 
when raised by the heel, without an effort that could properly be 
termed force, presented a distinct flexion angle, varying from 120 
to 110 degrees at the knee, when the thigh was at right angles with 
the trunk. 

Miller states that in his study of 190 cases other than meningitis 
an angle of 180 degrees, or, in other words, an altogether straight 
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limb, could not be obtained in a single instance, the average angle 
being 165 degrees. 

My own observations do not quite coincide with this finding, a 
number of cases showing an almost perfect line through the centre 
of the limb, this being especially true of women as compared with 
men, and still more frequently of little children. On the other 
hand, I have already stated my conviction that Miller’s assertion is 
accurate in principle if not in the letter, most healthy persons being 
unable to avoid a slight flexion angle, unless a considerable degree 
of force is employed when the test is applied. Of Miller’s 190 cases, 
45 (23.6 per cent.) gave a positive Kernig sign, he limiting his classi- 
fication to such instances as presented an angle of not more than 
115 degrees. He excludes even one case of acknowledged menin- 
gitis which gave an angle of 120 degrees. It will be remembered 
_ that Kernig, in his original paper, prescribed the limit for the angle 
as 135 degrees, a much more generous and probably too lax allow- 
ance. Miller’s I believe to be too strict a limitation for general 
use. 

As already stated, the total number of cases examined by me was 
120, of which 73 were adults and 47 children under the age of ten 
years. Among the cases studied in adults the following conditions 
were represented: 


No. cases. 


Phlebitis of leg (normal 

Lead poisoning 

Diabetes . 

Syphilitic bronchopneumonia (convarent) 

Aorticaneurysm . 

Brain lesion . Tonsillitis (former convulsions, none Te- 

Simple anemia . cently) . 

Acute rheumatic fever, convalescent Goines Tonsillitis following typhoid fever ° 
entirely well) : é Cirrhosis of liver . 

Typhoid fever (convalescent) Chronic interstitial nephritis 

Pneumonia (convalescent) . . . 

Bronchopneumonia and | nephritis Emphysema 

Influenza . ‘ ‘ Apparent health . 

Alcoholism 

Eczema . 


Pulmonary tuberculosis 
Pleural effusion 

Cardiac disease A 
Cardiac and renal disease P 
Senility . 


oy 
ais 


Total . 


Among the children there were the following conditions: 


No. cases. No. cases. 


Epilepsy 

Trachoma (convatescent 
Club-foot. 

Idiocy . 

Cervical adenitis (not abecess) 
Bronchitis 

Gonorrhea 

Empyema 

Healthy . 


Chicken-pox . 
Pott’s disease . 
Phthisis pulmonalis 
Gonorrhea! ophthalmia (convalescent ‘ 
Abscess (cervical) . 

Otitismedia . 

Syphilis (congenital) . 
Tetany and convulsions (convalescent 
Rickets . 4 
Malnutrition . 

Eczema . 
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Of the above conditions Kernig’s sign was present in 29 adults in: 


No. cases. No. cases, 


Pleural effusion . > Convalescent acute rheumatic fever 
Convalescent pneumonia . Cirrhosis of liver . 
Cardiac and renal disease . Influenza . 
Brain lesion .. Senility . 
Convalescent typhoid . > Interstitial nephritis 
Healthy . Gastritis . 
Cardiac disease and phlebitis (wel lee ex- 

amined) ae Total . 


Bl co F 


In children Kernig’s sign was present in 3 cases: 


Gonorrheeal vaginitis . . . 


Of the adults the following ages presented Kernig’s sign. 


Age. Pages No. cases, 
16 
17 


90 Patellar reflexes ‘present . 
Argyll-Robertson pupil absent. 


20 
21 
26 
28 
30 
35 
36 
37 
39 
41 
43 
46 


Of the children the following ages presented Kernig’s sign: 
eight years; one year; three months (case of malnutrition). 

Of the total number of patients examined (120 in all), 32 (26.8 

r cent.) presented Kernig’s sign in the absence, clinically speak- 
ing, of meningitis. In 10 of these cases (adult) the patellar reflex 
was absent, though Kernig’s sign was present. In 18 cases (adult) 
the patellar reflex was absent in the presence of Kernig’s sign. 
Of the 3 children in whom Kernig’s sign was present the patellar 
reflex was present in all. 

The Babinski reflex was present in 12 cases: 4 in adults and 8 
in children. 

Kernig’s sign was present in the absence of Babinski’s reflex 
in 22 adults and in 1 child, a case of rickets. 

The Kernig and Babinski signs were both present in 4 cases, 1 
child (Pott’s disease) and 3 adults (1 convalescent typhoid and 
2 former pneumonias (both well at the time of examination). 

_ Kernig’s and Babinski’s signs and the patellar reflexes were all 
present in only 1 child, a case of Pott’s disease. 

The Babinski reflex was obtained in the absence of Kernig’s 
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sign in 13 children, 5 of whom were well; also in 2 adults, both of 
whom were convalescent from typhoid fever. 

' It may be mentioned that not one of the above cases exhibited 
the Argyll-Robertson pupil. It is also of interest that many of the 
smaller children exhibited no plantar reflex. 

The patellar reflexes were + ene absent in 17 cases, none of 
which appeared to be the subject of an evident disease of the nervous 
system. In 9 of the 17 Kernig’s sign was absent and in 8 it was 

resent. 

A statistical study such as this suggests many interesting ques- 
tions, among which not the least puzzling is the connection that 
may exist between Kernig’s sign and a former, perhaps unrecog- 
nized, meningitis or encephalitis. In none of this series of cases, 
however, could such a history be elicited. 

Another unsolved query is the cause and significance of Kersig’ s 
phenomenon. I must confess that I incline to the theory, already 
proposed by more than one observer, that it is an exaggeratian of a 
. normal tendency to contract on the part of the flexor tendons, due 
to irritation or disease of the brain or both, and, of course, attended 
_ by meningitis. 

Certainly the presence of this phenomenon in 23.6 per cent. of the 
cases in Miller’s series, and 26.8 per cent. of my own series, all 
non-meningitic cases, would seem to indicate that there need be 
no serious brain or cord involvement present to evoke the sign. 
The disparity in percentage between the two series of cases is 
remarkably slight if we consider the difference in the limit set for 
the flexion angle: in the former 115 degrees and in my series 120 
degrees. Shields’ has also studied a series of 100 non-meningitic 
cases in which he found Kernig’s sign present in only 5 instances— 
3 unilaterally and 2 bilaterally. Clark’ reports 3 cases of meningitis 
(1 epidemic, 2 tuberculous), in all of which Kernig’s phenomenon 
was absent. 

It would seem that, as a result of the entire study, one must 
conclude that Kernig’s sign is by no means a positive indication of 
either meningeal or brain or cord involvement, but that when 
. present in association with other signs of meningitis it may be looked 
upon as confirmatory to a high degree. Undoubtedly in the majority 
of cases it persists far into the convalescence, and is usually one of 
the last signs to disappear. In certain cases it probably remains as 
a permanent indication of a former undetermined lesion. 


1 THE AMERICAN JOURNAL OF THE MEDICAL SCIENCES, 1902. 2 Ibid. 
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DIMINUTIVE SPLEEN. 
By W. J. Catvert, M.D., - 


UNIVERSITY OF MISSOURI, COLUMBIA, MISSOURI. 


On March 28, 1901, a native Filipino woman, formerly an 
inmate of the San Lazaro Hospital, Manila, P. I., for leprosy, 
came to autopsy. Decomposition was well advanced. Body that 
of a woman about thirty years of age, well built, fairly well nour- 
ished, presented no abnormalities, nor any signs of advanced 
leprosy. On opening thorax and abdomen no abnormalities were 
noted until a search for the spleen was made. A small spleen, at 
first taken for an accessory spleen, was seen on the surface of a 
mass of adipose tissue occupying the space usually filled by the 
spleen. On more careful search, after removing and cutting the 
mass of fat into small pieces, no further trace of splenic tissue was 
found. ‘The ‘spleen was 32 mm. long, 10 mm. wide, and 9 mm. 
thick at thickest point; and weighed 27, grams. In shape it simu- 
lated a normal organ. Color was a little deeper than the normal, 
suggesting the color of a malarial spleen; capsule smooth, slightly 
thickened, and regular; bloodvessels, normal. Organ was firm. 
One or two subcapsular hemorrhages were noted. ‘Two blocks 
from opposite sides were removed for histological study. Sections, 
stained in hematoxylin and eosin, showed a slightly thickened 
capsule, abundant thickened trabecule, numerous large arteries, 
with much thickened and degenerated walls, in which lime was 
deposited and endothelium thickened. Splenic pulp was much 
diminished. One Malpighian corpuscle was noted. This was 
small and mostly composed of connective tissue. The spleen in no 
way suggests contraction from inflammatory processes as a cause 
for its size. The retroperitoneal lymphatic glands were large and 
calcified. 

Through the kindness of Dr. N. F. Baker, of Fulton, Mo., I 
had the opportunity to examine one case of acephalus, full term, 
in which a small spleen and symmetrical liver, the left lobe filling 
the left hypochondriac region, were found. 

I found, upon inquiry, a scanty literature on diminutive spleen, 
and few cases reported of absence of spleen. Ziegler says that 
“the complete absence of the spleen is rare and usually occurs in 
well-built individuals.” Birch-Hirschfeld says: “‘ Absence of spleen 
is often associated with acephalics and extensive malformation of 
the abdominal organs.” Otto failed to find the spleen in a well- 
formed five months’ foetus. Birch-Hirschfeld failed to find a spleen 
in a newly born child, in which the liver was symmetrical and 
filled the left hypochondriac region. Robert failed to find a spleen 


in a three-year-old child; in this case the stomach was tubular. 
VOL. 180, No. 2.—aAuGuST, 1905. 21 
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In the case of Arnold there were malformation of the heart, defect 
in spleen, and enlarged lymph nodes. Rudimentary development 
of spleen is frequent. 

Paulesco found a spleen 5 cm. long, 1 cm. wide, and 26 mm. 
thick on the surface of a mass of fatty tissue occupying the usual 
splenic position. No abnormalities or enlarged mesenteric glands 
were found. Meinhard in 1845 and Koch and Wachsmuth in 1879 
report one case each of complete absence of spleen in otherwise nor- 
mal adults, ages fifty-seven and forty-nine respectively. In 1896 
Maximiliano Olaechea reports complete absence of spleen in a 
fatal case of typhoid. All organs were normal save enlarged mesen- 
teric and bronchial lymphatic glands. Hodenpyl in 1897 reports 
complete absence of spleen in a male adult thirty-two years old. 
- In this case the mesenteric and retroperitoneal glands were en- 
larged. Bidner reports a case of absence of spleen in an acephalic 
with enlarged lymphatic glands in abdomen. 

Cases of absence of spleen: Martin, 1; Birch-Hirschfeld, 1; 
Meinhard, 1; Koch and Wachsmuth, 1; Libby, 1; Ramsey, 1; 
Olaechea, 1; Hodenpyl, 1; Patillani and Moroni, 1; Arnold, 1; 

Bidner, 1; Otto, 1; total 12. Doubtless several more cases have 
been noted, as the absence of spleen in monsters is mentioned as 
early as 1564, and again by Heusinger in 1820. 

Rudimentary spleen: Paulisco, 1. 

The literature on atrophic spleens is more extensive and treats 
largely with conditions onion to pathological lesions, or to 
atrophic conditions of the spleen. Judging from the gross and 
microscopic conditions of the spleen, described above, its diminu- 
tive size was not due to contractions from pathological lesions late 
in life, but to arrest in development, most probably early in embry- 
onic life. In the literature at hand a larger number of cases of 
complete absence of spleen than diminutive spleens is found. 

Clinically, in diseases associated with enlargement of the spleen, 
the absence of or a diminutive spleen may become of considerable 
importance. Normally, the upper extremity of the spleen is situated 
a few centimetres to the left of the body of the tenth thoracic 
‘vertebra. ‘The upper and lower borders are parallel to the ninth and 
eleventh ribs, respectively, as far forward as the midline or anterior 
axillary line, near which lines the rounded lower extremity is located. 
About one-third of the upper portion, that portion separated from 
the thoracic wall by the diaphragm, is covered from above by the 
lower margin of the left lung. Ordinarily, at the scapular line the 
lower margin of the lung is at the ninth rib and at the vertebral 
column as low as the eleventh rib. The line of the lower margin of 
the lung is nearly horizontal, and consequently forms an acute angle 
with the line of the upper border of the spleen, which is inclined 
slightly downward—pulmonosplenic angle. Consequently, on per- 
cussion a relatively dull splenic note is elicited in a triangular area 
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bounded above by the ninth rib, below by the lower border of 
lung, indicated by a line extending from the articulation of the 
eleventh rib at vertebral column to the ninth rib at scapula line, and 
to right by vertebral column. The remainder of the splenic area 
elicits a dull note, save when mixed with tympany due to a distended 
stomach or colon. ‘To the right the splenic dulness extends into 
the dulness of the spinal column. Owing to its position under 
the diaphragm, enlargement of the spleen with a corresponding 
enlargement of splenic dulness takes a downward and forward 
course. In case of dislocation a downward and forward course 
is usually taken. In these cases the relative splenic dulness may 
be absent or greatly diminished, and an area of tympany may be 
found between the upper extremity of spleen and vertebral column. 
But the outline of the spleen is not necessarily altered. 

The literature indicates that in most, if not all, of the cases in 
which there is no spleen or a very small spleen, the usual splenic 
space is occupied by an irregular mass of fat, which may not simu- 
late, either in shape or size, the spleen. In the case at hand the 
mass of fat in which the small spleen was found seemed to be 
continuous with the omentum, was of a globular shape, much 
smaller than an ordinary spleen, and was located farther toward 
the left side than the upper extremity of the spleen. Owing to its 
consistency the fat should give a percussion note relatively equal 
to that of the spleen. 

In the cases of Koch and Wachsmuth, Paulesco, and Olaechea, 
typhoid fever was the cause of death, and in each the authors were 
unable to find the spleen. From their post-mortem records, espe- 
cially that of Paulesco, and from my case, it occurs to me that the 
following factors might aid in determining the presence or absence 
of a spleen in these doubtful cases: 

1. If the mass of fat were outlined its shape would be irregular, 
and other than the oblong or splenic outline; more round. 

2. The posterior border would be farther from the vertebral 
column, leaving possibly a narrow tympanitic area between the 
mass and the vertebral column. 

3. The relative splenic dulness in the lower posterior border 

“of the lung would be absent or moved anterior, and the splenic 
angle would be materially changed or absent. 

4. Traube’s similunar space would extend farther posteriorly. 

5. The size and shape of the mass of fat would remain prac- 
tically constant. 

In cases of dislocation of the spleen, which usually take a forward 
and downward direction, the tympanitic area near the vertebral 
column would be present, but here the usual splenic outline would 
be found and the edge of the spleen probably could be palpated 
at the lower margin of the thoracic wall. 

In the case under consideration the flexura coli sinistra could 
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dislocate the mass of fat more easily than it sometimes displaces 
the spleen, to give a tympanitic note over the otherwise dull area. 
Naturally, if tympany obscured the splenic area from day to day 
no further data regarding the spleen could be collected. 
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InrropucTIon. In the first volume of the Annals of Surgery, pp. 
405-430, published in 1900, Mr. Lawford Knaggs, of Leeds, drew 
attention to the occurrence of volvulus or torsion of the intestine 
associated with a hernia. His interest had been drawn to the sub- 
ject by two cases which occurred in his private practice. Both 
examples presented well-marked signs and symptoms of the curious 
condition present, so that it could not be overlooked. In the accounts 
of other examples which are given it is noteworthy that a very 
large number were fatal. The evolution of our knowledge of any 
disease is-almost always the same. The severe and fatal forms 
first attract attention; later, other and milder clinical manifestations 
are recognized; and, finally, given the necessary circumstances 
(such as the presence of a hernia, as in this example), the condition is- 
recognized as occurring frequently. Mr. Lawford Knaggs’ paper 
is really an introduction of the subject from the period of rarity 
to the middle stage. As yet it has not advanced to the third or 
“‘frequent” stage. ‘Though only writing on a kindred subject, torsion 
of the omentum and not of the bowel, we must express our opinion 
that volvulus is a very common consequence of the strangulation 
of a hernia. When the strangulation is at the hernial orifice, this 
becomes the fixed point about which the protruded loop of bowel 
twists. The twisting agents are, firstly, the meteorism in the stran- 
gulated coil; and, secondly, the movements of flexion of the thigh. 
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If the strangulation is not tight, the point on which the bowel has 
twisted may be carried within the abdomen by the force of the twist, 
when the intestinal obstruction becomes intra-abdominal. Should 
the hernia alone be operated on, and the volvulus not be reduced 
spontaneously, as will occur very easily when the twisted coil is 
set free from the hernia, the patient will die of unrelieved obstruc- 
tion. ‘These cases are rare, and naturally will continue so, because 
in strangulation of the bowel the volvulus is secondary and makes ~ 
a previously slight obstruction absolute. As an example of this, 
reference is made to a case recorded in the Erasmus Wilson Lectures, 
1904, pp. 58-60, in which a volvulus was noted. It is a matter of 
common surgical knowledge that in the strangulation of a hernia 
the situation of the obstruction is at the hernial orifice. If there is 
torsion of the bowel it will probably be intrahernial, and very rarely 
intra-abdominal. ‘The volvulus is undone after the reduction of the 
bowel by the presence of the gas within it. But if surgeons will 
take the trouble to look carefully, volvulus of the gut within the 
hernia will be found a common, if not a very common, occurrence, 
but it is of little or no practical import—just as the torsion, which 
can be seen accompanying almost every internal form of intestinal 
obstruction if looked for, requires no special treatment. ‘Torsion 
of the bowel in strangulated, obstructed, or painful and irreducible 
herniz is far from an uncommon event. What, then, with regard 
to the omentum which is often alone or sometimes accompanies 
the bowel? Before entering upon the subject-matter of this paper 
reference must be made to another structure, besides bowel and 
omentum, which descends through the inguinal canal into the 
scrotum. This organ is the testis. The twists found in structures 
which have passed through this region are formed slowly by the 
addition of frequent small increments. ‘The acute volvulus of the 
bowel in strangulated herniz is an exception. Normally, the testis 
is in the scrotum by the eighth or ninth month of intrauterine life. 
Imperfectly descended testes accompany the majority of the recog- 
nized cases of torsion of the cord, and are in the situation to become 
twisted by the movements of the trunk and legs. A careful exami- 
nation of imperfectly descended testes showed that small degrees of 
torsion, half a complete turn, were commonly found in cases which 
had suffered from sudden and sharp attacks of pain in the gland. 
Attacks of pain in an imperfectly descended testis were given a 
marked significance by this fact. 

Both bowel and imperfectly descended testes in the inguinal 
region are often twisted. We should expect the omentum which 
is exposed to similar conditions when in a hernia, to suffer likewise. 
With the object of introducing this, and of collecting all that is 
known on the subject within reasonable compass and in an acces- 
sible form, the authors have written this paper. No cases beyond 
the end of 1904 have been included. 
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History. ‘The first example of torsion of the omentum, des- 
cribed by Oberst in the year 1882, was found in the sac of a painful 
irreducible inguinal hernia of old standing in a man aged thirty- 
five years. From this date to the year 1893, when Demons described 
an example, no other case was recorded. In 1898 3 new examples 
were added, 1 being added by each of the following: Bayer, Eisel- 
berg, and Monod; 10 more were published in 1900; 6 more in 1901, 
and 5 more in 1902. In 1903 a large number of new instances were 
described, 16 in number. Up to the end of 1904 only 7 more have 
been added. Four new ones are recorded in this paper, thus bring- 
ing the total number up to 53. The fact that the first instance was 
described in 1882 cannot be urged in favor of a new pathological 
condition occurring then for the first time. Neither can the fact 
that no cases are described in 1890 and 16 in 1903 be attributed 
to such a condition as that represented by the phrase “good and 
bad harvests.” The most intelligible explanation of the history 
of the disease is that, although it had occurred for centuries and 
perhaps thousands of years, the condition was first observed by 
Oberst in 1882. For the next eleven years it continued to be over- 
looked, until in 1893 Demons rediscovered it.. 'The seeds sown by 
these authors did not bear fruit until 1898; ard though 1899 was 
barren in this regard, the next year bore full fruit, 10 cases. Since 
then surgeons have begun to notice the condition, and by the end 
of 1904 53 cases in all are known. 

A further point is of interest—viz., that Lucas-Championniére 
(observations 15 and 17) was the first to report more than | case. 
Yet it cannot be held that he is the only man who up to 1901 had 
seen 2 cases. ‘To him must be given the credit of being the first 
to recognize 2 of his own. Nordman (observations 28 and 29) in 
1903 reported 2 cases, and Rudolph in the same year reported 4 
others, and to him belongs the credit of observing the largest number 
of cases and publishing the longest contribution to the subject 
(observations 30 to 33). Mauclaire in 1904 published 2 cases 
(46 and 47), and the authors of this paper now add 4 more (50 
to 53). 

History teaches us, also, that only the most obvious cases were 
recognized. And although we know that intra-abdominal torsion of 
the omentum must be infrequent, torsion of it within the sac of a 
strangulated or painful and irreducible epiplocele is a fairly common 
event. Both the history of the reported cases and our own observa- 
tions bear out this suggestion. To exemplify how these cases may 
have been mistaken or overlooked we have included a section on 
the Inferential Diagnosis. 

CrnicaL CLassiFicaTiONn. ‘The cases of torsion of the omentum 
naturally fall into three main clinical groups: 

1. Abdominal. In this type there is no hernia present and the 
torsion is purely abdominal. ‘There are 6 examples: Baldwin (22), 
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Syme (23), Stewart (43), Noble (45), Scudder (48), Corner and 
Pinches (51). 

2. Hernial. ‘The torsion occurs solely within the sac. There 
are 6 examples: Oberst (1), Heinlein (26), Rudolph (31), Capette 
(38), Corner and Pinches (52 and 53). 

3. Hernial and Abdominal. The torsion is not limited to the 
hernial sac, but extends into the abdomen, or there may be a series 
of twists in each. The remaining 41 cases belong to this variety. 
Two subdivisions may be recognized: 

1. When a hernial tumor is present, 30 cases. 

2. When the hernial sac is empty the usual contents being 
reduced into the abdomen, 11 cases. 

Cases of the second class, the hernial, are the ones most easily 
overlooked and will be found, we believe, to be the most frequent. 

CuintcaL Diacnosis MADE IN THE REPORTED Cases. 1. 
Abdominal. Of these 6 cases, 5 were diagnosticated as appen- 
dicitis, probably accompanied by a local abscess; the other as a 
suppurating omental hydatid. 

2. Hernial. Strangulated hernia was the diagnosis made in 
4 cases, irreducible hernia in 1, and incarcerated hernia in the other. 

3. Hernial and Abdominal. In this large group the following 
diagnoses were made: 


Strangulated umbilical hernia . x - lease. 
Reduction of hernia en masse . 3 2 cases, 
Sarcoma of testicle . - 1 case. 


Torsion of omentum . 

In 4 cases no diagnosis was made. The diagnosis of torsion of 
the omentum was made once, by Rudolph (32). 

CuinicaL Errotocy. Sex. Torsion of the omentum occurs 
more frequently in males than in females. Of the 53 recorded cases, 
36 were males, 17 females. Males, 67.92 per cent.; females, 32.07 

r cent. 

During the years 1898-1902 inclusively, the number of cases of 
inguinal hernia admitted to St. Thomas’ Hospital was 1080; of 
these 951 were males, 129 females; about 8 to 1. In this same 
period there were 191 strangulated inguinal herniz, of which 184 
were males, 7 females; about 26 to 1. The presence of a strangu- 
lated inguinal hernia in a woman should raise the suspicion of the 
presence of a uterine appendage or twisted omentum in the sac. 
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No. of cases. 


1.88 per cent. 
9.4 


64 
87.7 


* 
5.6 


_ The most frequent period for the torsion to occur is middle life, 
‘from thirty-five to fifty-five years of age; 39 cases, 78 per cent., 
occurred during that period. The youngest recorded example was 
seventeen (Chavannaz, 10). ‘The oldest was seventy-nine (Wiener, 9). 
Hernia. With the exception of the 6 purely abdominal cases, 
a hernia was present in every instance, 90 per cent. The various 
forms of herniz present were as follows: 
Right ingui 
Left 
Umbilical . 


70.2 per cent. 
6.88 
2.1 “ 


In no case was there a femoral hernia present. 

These ruptures had been previously reducible, with the exception 
of 3: L. Championniére and Mauban (17), Weisinger (16), Heitz 
and Bender (11), Makins (50). 

In 4 cases the hernia had been present between one and five years, 
5 cases between six and ten years, 8 cases between eleven and fifteen 
years, 4 cases between sixteen and twenty years, and 6 cases between 
twenty-one and thirty years. The hernia is commonly one of long 
standing, 33 per cent. having been present under ten years, 45 per 
cent. between ten and twenty years, and 22 per cent. between twenty 
and thirty years. 

Tue Previous History oF THE Cases. In only 16 of these 
instances is there any reference to a previous illness at all referable 
to the omental torsion. Of these 16, 9 occurred in 1903 and 1904; 
‘so that it is possible, nay, probable, that the previous history had 
been overlooked. The past histories in 12 of these cases are as 
follows: 

Case 1. Wiener (9). Four weeks before the acute attack the 
patient had a sudden attack of severe pain in the right iliac region, 
which lasted twenty-four hours and then subsided. 

Case 2. Nordmann (28). For several weeks the patient had 
suffered from gastric disturbances accompanied by abdominal 

in. 

“ 3. Malherbe (41). For two years before the operation the 
patient suffered from attacks of pain in the right inguinal region, 
with vomiting. During this period there were five attacks, each 
terminating when the hernia was reduced. 
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Case 4. Vignard (40). For nine years before the operation there 
were attacks of pain in the right side of the abdomen, which lasted 
four to five days. ‘There were four or five attacks each year. 

Case 6. Audier (44). There had been several attacks resembling 
intestinal obstruction. 

Case 7. Noble (45). For two years before operation, at irregular 
intervals, the patient had attacks of sudden pain in the abdomen, 
attended by nausea and vomiting. 

Case 8. Corner and Pinches (51). History of several attacks 
of pain and discomfort in the right side of the abdomen, not severe 
enough to cause the patient to take to her bed. 

Case 9 and 10. Corner and Pinches (52 and 53). Both men 
had had attacks of pain in their herniz, but none so severe as those 
for which they were operated on. 

Case 11. ‘Trinkler (49). There was a history of previous attacks 
of abdominal pain. 

Case 12. Makins (50). She had suffered from.several attacks of 
pain in the hernia, sometimes accompanied by sickness. 

The other examples are recorded by Hochenegg (8), Champion- 
niére (15), Quenu (29), and Morrison (39). 

It is most important that the significance of previous crises or 
attacks of pain in the hernia or in the abdomen should be recog- 
nized. ‘These may have been produced by colic, appendicitis, or 
some such condition, quite unconnected with the omental twists. 
But many twists, sometimes ten, are frequently found. ‘These have 
been formed by slow increments of the torsion. It is tempting and 
not irrational to refer the previous attacks of pain to some of the 
increments being greater or more forcible than the others. This 
is borne out with regard to the testis; for instance, the more acute 
increase of torsion, which caused the attack of pain, has been 
untwisted, giving perfect relief. A similar suggestion with regard 
to the previous history has been strongly urged in connection with 
volvulus of the caecum in a recent paper. Future observers will 
gain much in paying more attention to the history of cases of this 
nature. 

If this surmise is correct—that these attacks, or some of them, are 
produced by increased twists, although only the more severe cases 
are yet recognized—the previous history of the patients illustrates 
the clinical history of milder examples, due to subacute and chronic 
torsion of the omentum and hitherto unrecognized. It may be 
expected confidently that the observations in future will tend to 
make the occurrence of omental torsion more frequent, just as 
in the cases of torsions of the bowel and of the testis. 

CuirnicaL Symptoms. Onset. In only a few of these cases is any 
reference made to the onset of symptoms. In 21 cases, 37.7 per cent., 


1 Corner and Sargent. St. Thomas’ Hospital Reports, 1903, pp. 407-420; and Annals of Sur- 
gery, January, 1905. 


320 CORNER, PINCHES: TORSION OF GREAT OMENTUM 


the onset was sudden, and in seven, 13.2 per cent., gradual. In 
the purely abdominal cases sudden onset was noted four times, 
‘gradual once. Below are given some examples of the method of 
onset. 

Monod (5). Immediately after an effort, the patient felt a sharp 
Po in the right iliac fossa, the pain being likened to a cut with a 

nife. 

Noble (45). Sudden onset with excruciating pain in the abdo- 
men, attended by nausea and vomiting. 

Malherbe (41). Four hours after a meal sudden violent pain in 
the right iliac fossa, most intense at McBurney’s point. 

Corner and Pinches (51). The patient had been ill for ten 
days with pain in the right side. 

Broca and Chavannaz (10). Suddenly one morning an irre- 
ducible tumor appeared in the right inguinal region, without any 
signs of siengeation being present. 

Scudder (48). Sudden onset with abdominal pain and vomiting. 

Pain. Pain is the most constant of all the symptoms, and in 
nearly all the cases where any details are given pain is said to be 
present, and is one of the first symptoms to appear. In investigating 
this symptom it will be best to divide the cases into three types: 

1. Abdominal. Pain in the abdomen was present in all these 
cases; in 4 it was situated in the right iliac fossa, and in one it is 
said to have been diffuse but most intense at McBurney’s point. 


2. Hernial. In 4 cases pain is noted as being present in the hernia. 
3. Abdominal and Hernial. 


TABLE SHOWING THE SITE TO WHICH THE PAIN WAS REFERRED IN 
THESE CASES. 
Pain referred toherniaalone . . . . . . 14cases. 
“ both. . 
Pain not mentioned in any particular region 

In 11 cases the pain is especially referred to the right iliac fossa, 
and in 1 is said to be most intense at McBurney’s point. As a rule 
it is very acute and persistent, but in 1 case (Morrison, 39) there 
were exacerbations of pain from time to time. In most cases it was 
sufficiently severe to cause the patient to take to his bed. 

Vomiting does not appear to be a very constant symptom; in 
19 cases, 35.8 per cent., it is said to have been present; in 14, 26.4 
per cent., the absence ‘of vomiting is noted; and in 20, 37.7 per 
cent., no mention of vomiting is made. Where it has been noted it 
is usually frequent and violent. In 1 case (Lejars) it is noted that 
the vomited matter was greenish. Nausea without vomiting was 
noted in 9.4 per cent of cases. 

Bowels. Condition of the Bowels. Diarrhoea in 2 cases; bowels 
open in 16 cases; bowels inactive in 11 cases; flatus alone passed i in 
5 cases. 
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From the above table it will be seen that the most commonly 
recorded condition is that the bowels were open; but this term is a 
vague one. In the majority of cases it is not stated on what day of 
the disease they were opened, or how often. Absolute “obstruction” 
is noted five times and the passage of flatus alone in 5 instances. 
On the whole the condition of the bowels seems very variable, but 
the most common condition is one of inactivity. 

Pulse. As a rule the pulse is accelerated, varying from 80 up to 
120 per minute. 

‘Temperature. ‘The temperature is usually slightly raised; in 21 
cases, 39.6 per cent., it is noted that the temperature was above 
normal; in only 3 is it said to have unchanged. The highest 
recorded temperature is 101.8°; the usual is between 100.4° and 
101.4°. In no case is it said to have been subnormal. 

CuinicaL Signs. Tumor. In all but 3 of these patients a 
tumor could be felt on examination, but its situation varied. 

1. Abdominal. In 4 of these a mass could be felt in the right 
iliac fossa; in the other 2 there was tenderness and rigidity in 
this region, but no definite tumor could be detected on palpation. 

2. Hernial. All of these patients had a hard, painful, irreducible 
swelling in the inguinal region. 

3. Hernial and Abdominal. The following summary shows the 
tumor present in this series: 

Situation of Tumor: A hernial tumor alone present, 12 cases; 
an abdominal tumor alone present, 7 cases; tumors present in both 
situations, 19 cases; neither tumor detected, 3 cases. : 

From this it will be seen that it is most common for a tumor 
to be present both in the hernia and in the abdomen, and it is very 
frequently noted that the hernial and abdominal tumors appear to 
be continuous. 

The tumor is, as a rule, hard, tender on palpation, dull to light 
rather than to heavy percussion, and is often said to have had an 
irregular surface. Dulness was noted nineteen times in this series. 
General distention of the abdomen is not a common sign; it was 
only noted seven times, 13.2 per cent. 

Proenosis. All of the cases recovered except 8. The fatal 
ones were recorded by Eiselberg (4), Monod (5), Heitz and Ben- 
der (11), Lejars (14), Moresco (25), Tremolitre (34), Zeller (37) 
and Audier (44). Of these Tremolitre’s was too bad for anything 
to be done; Audier’s was operated on as a desperate measure; 
Monod’s and Heitz and Bender’s died of pneumonia, and Lejars’ 
of delirium tremens. Zeller’s record is so short that nothing can be 
said. Eiselberg’s case cied thirty-eight hours after operation, pre- 
sumably of peritonitis. ‘These results show that when submitted 
early to operation the prognosis is good. 

The mortality for these 53 cases, in which the majority of observers 
recognized the pathological condition of torsion of the omentum 


sf 
. 
a 
q 


322 CORNER PINCHES: TORSION OF GREAT OMENTUM 


for the first time, is 13.2 per cent. But if the cases in which the 
fatal result was not concerned with the surgeon are excluded, the 
percentage mortality is 4.1; there are very few conditions which 
can show so small a mortality in the first chapter of their history. 

INFERENTIAL DiaGnosis. All diagnosis is inferential: the con- 
clusion is arrived at by means of inferences drawn from observations. 
These inferences can only be deduced correctly when born of sound 
knowledge. From the previous part of this paper practically all 
that is known of torsion of the omentum can be learned. It was 
decided, therefore, to include a section on the inferential diagnosis, 
in which we will draw inferences from the cases of others and from 
our own. As a new disease was not discovered in the first case of 
omental torsion which was reported, but merely an old one recog- 
nized, this section will be interesting and instructive in affording 
examples in which the twists were or may have been overlooked. 
Further, some authors have included under the head of omental 
torsion cases which, after mature consideration and study of the 
records of all available examples, we do not feel justified in accepting 
on the evidence adduced. The first three and the fifth instance to 
be Save are examples of this. 

o begin with, we will briefly summarize the conditions which 
should lead to a suspicion of the existence of torsion of the omentum. 
The subject is most commonly a man of middle age, with an inguinal 
hernia of some years’ standing, which has become troublesome and 
gives rise to certain symptoms which can be summed up as those 
of subacute intestinal obstruction. Vomiting may be absent and 
both feces and flatus may be passed. On examination the hernia 
will most probably appear to be painful and irreducible, incarcerated 
or strangulated. Usually a tumor can be felt both in the scrotum 
and on the right side of the abdomen. Should such a condition be 
found in the inguinal hernia of an adult woman, it will either contain 
an ovary and Fallopian tube or twisted omentum. Occasionally 
only the abdominal tumor is present, the sac appearing to be empty. 
Such is the clinical picture in brief, which should raise suspicions 
of omental torsion. 

It has been stated that to Lucas-Championniére belongs the 
honor of being the first man to recognize two cases of torsion of the 
omentum. ‘These were published separately in 1900 and 1901. In 
1898, previous to his having recognized the condition, he published 
a case which is briefly reproduced. 

Lucas-Championniére. Male, aged fifty-three years. Right 
inguinal hernia since infancy; had worn a truss. For some time 
past the hernia had become more painful. On examination there 
was a large irreducible inguinal hernia, tender on pressure; the 
abdomen was hard and tender. The bowels were open. Operation: 


1 Bull. Soc. chir., 1898, pp. 195-197. 
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The inguinal canal was occupied by an enormous cord continuous 
with a tumor in the scrotum, which was very adherent to the sac. 
In the centre was a little black liquid, apparently altered blood; the 
mass was prolonged upward into the abdomen, where it joined 
an enormous tumor which occupied all the anterior part of the 
abdominal cavity and descended into the pelvis. At the upper part 
it was in juxtaposition with the transverse colon and was adherent 
to the anterior abdominal wall. This tumor was thick, hard, 
lardaceous, and consisted of the entire omentum. Recovery. 

This case agrees with everything which has been said of omental 
torsion, with the exception that the torsion must have been very 
slow and subacute to account for the great size of the omentum 
and the many adhesions which it had contracted. 

Potherat in 1900, previous to his recognition of the pathological 
aspect of torsion of the omentum, published a case which he says 
was like that recorded by Championniére in 1898, which we have 
just reproduced. The following is a brief summary of Potherat’s 
case. 

Potherat.' Male, aged sixteen years. Right inguinal hernia. 
When first seen there was a hard, rounded tumor, obscuring the 
testicle; above it was a hard, irregular, thickened cord entering the 
inguinal canal. The patient had had slight symptoms for some 
months, was unable to walk, and had suffered from loss of appetite 
and flesh. Diagnosis: neoplasm of testicle and epididymis. Opera- 
tion: Castration was performed and the cord resected high up in 
the canal. On examining the specimen it was found that it con- 
sisted of a mass of thickened, heaped-up omentum, which surrounded 
and buried the testicle; it was dark in color and resembled that 
described by Championniére (1898). The condition was thought 
to be due to inflammatory lesions affecting an old omental hernia. 

Like Championniére’s, this seems to have been a case of chronic 
torsion of the omentum; but, unlike his, the trouble appeared to be 
confined to the testis. 

Verdelet and Rocher recorded a case in 1900 in which a hernia 
became irreducible, and at the operation there was found a con- 
dition in which torsion could very easily have occurred. 

Verdelet and Rocher.” Male, aged fifty-six years. Reducible 
right inguinal hernia for forty years. ‘The patient wore a truss. 
The hernia suddenly became irreducible without any symptoms 
being present; it remained irreducible for six months and was then 
replaced. Three weeks later, after a fit of coughing, it again became 
irreducible. After two days, during which taxis was repeatedly 
tried, the hernia was partially reduced. In the right side of the 
scrotum there was a soft lobulated mass, with a pedicle running up 


1 Bull. Soc. Chir., 1900, pp. 525-531. 
2 Journ. de méd. de Bordeaux, September, 1900, pp. 559-560 ; Gaz. hebdom, des scien. ‘méd., 
June, 1900, pp. 291-293. 
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above Poupart’s ligament. The tumor was not painful; it was dull 
on percussion, except in the upper part, where it was a little resonant. 
All had been reduced except a rounded mass the size of an orange, 
which was irregular, hard, and lobulated, but not painful on press- 
ure. From its upper part there was a pedicle going in the direction 
of the inguinal canal. It was movable in the scrotum and situated 
behind the hernial mass. ration: In the saca large, fat, vascular 
mass was found, behind which was an irregular, lobulated, fatty 
tumor the size of a fetal head. There was a pedicle of the same 
nature, with large vessels in it, running toward the inguinal canal. 
There was also a right hydrocele present. ‘The tumor was formed 
by the “‘rolling up” of the omentum on itself. 

They describe the tumor as consisting of “rolled-up” omentum. 
That rolling up is not the same as twisting has not been recognized 
by all observers, some of whom have taken this case to be one of 
proved torsion. Had other symptoms than mere painless irreduci- 
bility of the hernia been present it would -have been probable that 
torsion of the stalk above this “rolled-up” omentum had taken 
place. As it is, there is no evidence that torsion did occur, though 
it is hard to realize that it did not. 

In 1902 Spellissy, in a paper on the dinapinae of appendicitis, 
reported a most suggestive case. ‘Though a hernial sac was present 
all the signs and symptoms were intra-abdominal. 

Spellissy." Female, aged forty years. Right inguinal hernia 
for eight years. History of one day’s illness, accompanied by 
absolute inactivity of bowels and vomiting. Diagnosis: Appen- 
dicitis. Operation: In the abdomen was found a large mass of 
omentum weighing about two pounds, which was in a gangrenous 
condition. No abscess was observed and no torsion is mentioned. 
The patient died on the fourth day. 

This case leads up to another American one in which the symp- 
toms were abdominal and no hernial sac was present. Although 
‘the account is not clear, some authors have included Eitel’s case 
as one of omental torsion—e. g., Scudder (48) and Noble, (45). 

Eitel? Male, aged forty-four years. Patient noticed the abdo- 
men was of large size. It was tapped and three gallons of fluid 
drawn off. Twenty-four days later it had again become distended 
and two and one-half gallons were drawn off. After tapping a 
tumor was felt in the hypogastrium, seven inches long, four broad, 
and four thick, soft, movable, and neither tender nor painful on 
examination. Operation three days later: An omental tumor 
was found, rolled inward and upward, producing constriction 
and ‘partial obstruction to the return circulation in it. Its veins 
were enormously distended. It was unravelled without difficulty 
and the omentum spread out; whereupon the dilatation of the veins 


1 Annals of Surgery, 1902, vol. i. p. 769. 
? New York Medical Record, May, 1899. (Reference not confirmed.) 
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disappeared and it became normal in appearance. The patient 
had been in the habit of carrying a heavy box which pressed upward 
and inward just below the umbilicus. No torsion above the tumor 
formed by the rolling up of the omentum was present. 

Again, there is the word “rolled,” which renders the diagnosis of 
torsion difficult. ‘This, coupled with the fact that other clinical 
data, such as the condition of the liver, are wanting, plus the knowl- 
edge that no other case of known omental torsion has been accom- 
panied by such ascites, makes it unwarrantable for us to include 
this case. 

Now, to draw attention to 4 more cases, 1 of Mr. Stephen Paget 
and 3 of our own. By these examples we wish to indicate the kind 
of case in which it seems probable that some twisting of the irre- 
ducible omentum is the cause of the pain and of the other symptoms. 
Any surgeon can realize how very easy it is to overlook such a turn 
buried deep at the root of a large omental hernia; and, owing to the 
absence of landmarks on the omentum itself, it is impossible to 
recognize even the straight position much less the slightly twisted 
one. The dilated condition of the veins makes it obvious that there 
is some pressure obstructing the blood flow in them. If this is not 
caused by inguinal rings it must be brought about by some change 
in the omentum itself. Under these circumstances torsion seems 
to be the most plausible explanation. Moreover, we have observed 
it in two cases which were very like the one just quoted. 

Stephen Paget. In the College of Surgeons Museum there is a 
specimen (2621, A) of omentum removed in a case of supposed 
strangulated hernia. The following account is taken from the notes 
furnished with the specimen. 

Male, aged sixty-three years. Right inguinal hernia for thirty- 
eight years. A truss had been worn. Recently the hernia came 
down and he was unable to replace it. Half of the tumor was 
returned by taxis, but a portion remained and gave a “crumbling” 
sensation to the hand suggestive of blood clot. ‘The hernia increased 
in size. The bowels were opened; temperature normal; no vomiting; 
no pain. Operation: There was a thick sac containing omentum. 
The constriction shown in the specimen had no connection with 
the external ring. ‘There was a band of omentum, arising below 
the constriction, adherent to the bottom of the sac. The lower half 
of the tumor was deepfred in color. 

Corner and Pinches (Case 1). W. A., male, aged twenty-five 
years, was admitted to St. Thomas’ Hospital for a painful irreducible 
inguinal hernia on the left side. At the operation it was noticed 
that the sac contained omentum only, with some fluid; also, the 
omentum, though swollen, was not strangulated, and could be 
reduced by steady pressure without needing a “herniotomy.” 
There was no evidence. that the fluid came from the abdomen; 
indeed, the swollen omentum would seem to have acted as a cork 
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and prevented it. If so, the fluid formation must have been 
local, in the hernia sac. Considering the extreme ease with which 
such a condition is overlooked during the manipulations of the 
operation, the case may very well have been one of torsion of the 
omentum. 

Corner and Pinches (Case 2). W. P.,.male, aged forty-six years, 
was admitted to St. Thomas’ Hospital with a painful, irreducible, 
right inguinal hernia. There was no vomiting. The rupture was 
very large. At the operation it was found to consist of an enormous 
mass of omentum with distended veins. More omentum was with- 
drawn from the abdomen, the stalk ligatured,and the mass removed. 
No torsion was noticed, as it was not looked for, but the stalk was 
certainly not strangulated. 

Corner and Pinches (Case 3). F. C., male, aged forty years, was 
operated on for a huge, painful, and irreducible left inguinal hernia. 
It was found to consist of an enormous quantity of congested 
omentum, not strangulated, but adherent to the bottom of the sac. 
No torsion was noticed. But what then was the explanation of his 
having had painful attacks epee 

By means of these examples we hope to have shown that, from 
the knowledge previously gained, it has been possible to draw such 
inferences as are in favor or not in favor of torsion of the omentum 
being the key to the understanding of some clinical and pathological 
problems. Moreover, we hope that in such illustrations it has been 

ible to indicate the main directions in which our knowledge 
of the subject will be increased. 

DIFFERENTIAL DiaGnosis. When the subject under considera- 
tion happens to be one the true clinical and pathological importance 
of which there is reason to believe is not yet understood, more stress 
must be laid upon its diagnosis or recognition at operation than 
upon its differential diagnosis beforehand. The concrete value of 
what we prefer to call the inferential diagnosis is to be placed far 
above the more abstract refinements of the differential diagnosis. 
Still, in view of the mistakes which have been made in the 53 cases 
collected in this paper we have thought it desirable that something 
should be said: 

1. The instances of abdominal torsion, unaccompanied by 
the presence of any hernia, form about 10 to 12 per cent. of all cases 
of omental torsion. If the infrequency of the lesion is taken into 
account, as well as the fact that within the abdomen torsion is most 
unlikely to be overlooked, the subject of the differential diagnosis 
need not be considered in any detail. Five out of the six cases were 
diagnosed as appendicitis, with or without abscess. The sixth, 
occurring in Australasia, where obscure lesions are always guessed 
to be hydatids, was diagnosed accordingly. A tumor, or dulness 
with resistance, will always be present, and if found before the 
attack has commenced will raise other suspicions than those of 
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appendicitis. The condition is one which is to. be recognized and 
treated properly during the course of operation. 

2. When the torsion is in a hernial sac, 10 to 12 per cent., it will 
be found amongst the painful and irreducible, the incarcerated 
and strangulated herniz. Here, as in the abdominal class, the 
surgeon should pay more attention to the recognition of the con- 
dition at operation than to its differentiation beforehand. A few 
words may be said upon the latter. In only two instances was bowel 
present, Mauclaire (47) and Makins (50). The. first point to 
be proved will be that omentum alone is in the sac. In no case was 
the omentum strangulated; therefore it should have an impulse on 
coughing and, perhaps, bowel might be coughed down. The impulse 
given to an omentum hernia on coughing is far less definite than 
that communicated to one containing bowel. It is especially diffi- 
cult to make satisfactory observations on large epiploceles which 
have an ample heaving impulse communicated to them by the 
muscles of the abdominal wall. In consequence, it is not easy to 
make sure of a large, non-strangulated,omental hernia. But if these 
two points are ascertained, then the accompanying symptoms are 
probably produced by torsion or epiploitis, of which two the latter 
is caused by the former. Beyond this the diagnosis is only a con- 
jecture based on inference and such elementary differentiation as 
the above. 

3. In the third division, which includes 75 to 80 per cent. of 
the cases, both the abdominal conditions and a hernial sac are 
present. The conjunction of these two enables us to take the 
differentiation farther than in the other classes; indeed, sufficiently 
far for a diagnosis rather than a conjecture to be made. Referring 
to what has been said above in considering the examples of abdom- 
inal and hernial torsion the signs of both will be found in the con- 
dition now under discussion. ‘Typically, there will be present a 
tumor in the abdomen and an inguinal hernia, on the same side 
and of considerable duration (ten years), which will present signs 
of strangulation or irreducibility with pain. More than this, the 
tumor in the abdomen and the tumor in the hernia will be con- 
tinuous. General symptoms of subacute peritonitis or intestinal 
obstruction will accompany these local signs. Such things as a 
local tuberculous peritonitis, an intraperitoneal abscess, pelvic 
cellulitis, or a subperitoneal lipoma might give rise to a somewhat 
similar state of affairs. But it is of interest to note that the majority 
of the diagnoses made concerned the hernial condition, e. g. strangu- 
lated epiplocele; and when the abdominal signs predominated, 
appendicitis was suspected. If the above signs and symptoms are 
found, and special attention given to the diagnoses which learned 
and competent observers have already made in examples of omental 
torsion, it should be possible to arrive with reasonable certainty 
at a diagnosis. There is some practical importance in this, because 
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it may be necessary to open the abdomen as well as the hernial sac. 
Demons’ case (2) died, most probably because this was not done at 
first. Rectal examinations have never revealed anything in these 
cases and therefore will give very useful help in differentiation, e. g., 
appendix abscess or pelvic cellulitis. 

Strangulated inguinal herniz are very infrequent in women; yet 
a relatively high percentage of cases of omental torsion, connected 
with a hernia, occurred in women. In middle-aged women one 
must always remember that the Fallopian tubes and ovaries, usually 
in an abnormal condition, are found in these herniz. A rectal or 
vaginal examination enables one to make the distinction at once. 

As omental torsion has never been found in a femoral hernia, 
the differentiation of it from a partial enterocele (Richter’s hernia) 
need not be discussed. 

In a certain number of cases the hernia has been reduced. without 
relief of the symptoms, although the sac is empty. In these cases 
the obvious diagnosis of reduction without relief of the strangula- 
tion, or, as it is called, reduction en masse, is made, and nothing 
more can be inferred. Further, in a few more instances the attack 
or crisis came on while the hernial sac was empty, as in Peck’s (7) 
and Noble’s (45) cases. In these there is no guide to the fact that 
the case is not one of appendicitis; but as there had been a hernia 
of considerable duration present, the suspicion of omental torsion 
might arise. 4 

The following list of the recorded cases up to the end of 1904 is 
arranged chronologically, and numbered so as to correspond with a 
brief record of each case published in the St. Thomas’ Hospital 
Reports of 1904: 


1, Max Oberst. Centralblatt f. Chir., 1882, pp. 441-447. 
2. Demons. Rev. de chir., 1893, p. 159. 
8. Bayer. Centralblatt f. Chir., 1898, p. 462 
4, Eiselberg. Deutsche med. Woch., 1898, p. 260. 
. Monod. Thése de Requier, 1898. 
. Baracz. Deutsche Zeitsch. f. Chir., 1900, pp. 584-589. 
. Peck. Medical Record, 1900. (Quoted by Wiener.) 
. Hochenegg. Wien. klin. Woch., 1900, pp. 291-293. 
. Wiener. Annals of Surgery, 1900, vol. ii. p. 648-662. 
. Broca, Bull. Soc. chir., 1900, p. 710; Chavanuaz, Gaz. hebd. méd. et chir., 1900, p. 601° 
. Heitz and Bender. Bull. Soc. anat , 1900, pp. 957-960. 
. Potherat. Bull. Soc. chir., 1900, pp. 525-531. 
18. Walther. Ibid. 
14. Lejars. Ibid. 
15. Lucas-Championniére. Ibid. 
16. Wiesinger. Miinch. med. Woch., 1901, p. 480. 
17. Lucas-Championniére and Mauban. Bull. Soc. anat., 1901, p. 241. 
18. Souliquot and Deschamps. Ibid., p. 229. 
19. Delivein. Wien. klin. Rundschau, 1901, p. 184. 
20. Tuffier. Bull. Soc. chir., 1901, p. 547. 
21. Wiart and Reuon. Bull. Soc. anat., 1901, p. 111. 
22. Baldwin. Annals of Surgery, 1902, vol. ii. p. 940. 
28. Syme. Intercol. Medical Journal of Australasia, 1902, p. 444. 
24, Riedel, Verhandl. der Deutsch, Gesel. f. Chir., 1902, Bd. i. p. 92. 
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25. Moresco. Gaz. degli Osped. delle Clin., 1902, p. 693. 
Heinlein. Miinch. med. Woch., 1902, p. 1485. 
Nordmann. Wiener klin. Woch., 1903, p. 459. 
Nordmann. Ibid. 
Quenu. Bull. Soc. chir., 1903, p. 520. 
Rudolph. Wien. klin. Rundschau, 1903, p. 794. 
Rudolph. Ibid., p. 811. 
Rudolph. Ibid., p. 884. 
Rudolph. Ibid., p. 848. 
Tremoliére. Bull. Soc. anat., 1908, p. 698. 
Blake. Annals of Surgery, 1903, pp. 99-102. 
Sonnenberg. - Arch. Internat. der Chir., 1903. 
Zeller. Freie Vereinig. der Chir., Berlin, December, 1902. 
Capette. Bull. Soc. anat., 1903, p. 589. 
Rutherford Morrison. Northumberland and Durham Medical Journal, 1903, p. 211. 
Vignard and Girandeau. Arch. prov. de chir., 1903, p. 206. 
41. Malherbe. Ibid. 
42. Barker. British Medical Journal, 1903, vol. i. p. 477. 
43. Stewart. Journal of the American Medical Association, 1904, p. 767. 
44. Audier. These, Lyon, 1904. 
45. Noble. American Journal of Obstetrics, 1904, p. 364; Medical and Surgical errr 
Indianapolis, 1904, p. 261. 
46. Mauclaire. Rev. de gyn. et de chir. abdom., 1904, p. 425. 
47. Mauclaire. Ibid. 
48. Scudder. Annals of Surgery, 1904, p. 916. 
49. Trinkler. Deut. Zeitsch. f. Chir., 1904, p. 269. 
50. Makins. St. Thomas’ Hospital Reports, 1905. 
51. Corner and Pinches. Ibid. 
52. Corner and Pinches. Ibid. 
58. Corner and Pinches. Ibid. , 
54. Michant. Trans. de la Soc. de chir., November 21, 1900. 
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CON GENITAL TRICUSPID STENOSIS COMPLICATED BY 
MITRAL STENOSIS." 


By Bonn Stow, A.M., M.D., 


OF NEW YORK, 
PATHOLOGIST TO THE METROPOLITAN HOSPITAL, BLACKWELL’S ISLAND, NEW YORK CITY. 


THE following instructive case recently came under my observa- 
tion in my private course on physical diagnosis at the Metropolitan 
Hospital, New York City, and being one of rare occurrence I report 
the same in full: 

S. S., admitted to the Metropolitan Hospital, New York City, 
September 13, 1904; Austrian, aged twenty-eight years; single; 
occupation, housework; height, 5 feet 6 inches; weight, 128 pounds. 

Family history negative. - 

Birth natural. No instruments employed. Reared on the 
breast. 

At six years of age had measles. She cannot recall any other 
illness in her life Upon this point she was most carefully inter- 
rogated. (Note questions under remarks at end of this article.) 


1 Read before the New York Pathological Society, January 11, 1905. 
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Moderate tea and coffee drinker; no drug habits. No history of 
venereal disease. Up to about six months ago has always enjoyed 
good health. 

Recent Illness. About six months ago she began to be troubled 
with the following symptoms, although at this time there was no 
initial cause for the same. First noticed slight precordial pain 
with palpitation of the heart. Face and fingers began to get cold 
and bluish. At night had a slight, irritating, hacking cough, 
unaccompanied by pain. More or less light, clear, frothy mucous 
expectoration. At times slightly tinged with blood. 

About six weeks ago began to notice slight swelling of lower 
extremities, which was much worse at end of day. Has noticed 

_ progressive weakness and increasing anxiety over her physical 
condition. Has noticed loss of weight and night-sweats regularly. 
Appetite is fairly good. Bowels move regularly. Urine is diminished 
in quantity. 

enstruation began at twelve years of age. Has always been 
regular and normal, never causing her any inconvenience until 
about four months ago, when she noticed that her periods ceased 
entirely without any apparent cause to her. 

Status PRASENS. neral build slight, but symmetrical. No 
noticeable abnormalities. 

‘Nutrition. Panniculus adiposus greatly emaciated, musculature 
weak and flabby, skin and mucous membranes intensely cyanotic, 
and the eyelids, face, abdomen, and lower extremities show extensive 
oedema. 

Skull. Well formed, giving no evidence of any abnormality. 

Eyes. Left pupil slightly wider than right. Both react to both 
light and accommodation. Muscular action of eyeball normal. 
Visual field normal. 

Buccal mucous membrane and pharynx of a dark-bluish color 
and covered by thick, tenacious mucus. 

A visible diastolic presystolic pulsation of the jugulars. No 
evidence of any goitre or enlarged glands. Voice appeared 
husky. She frequently had to clear the larynx of a thick, tenacious 
mucus. 

Chest. Form, long and fairly well rounded and symmetrical. 
Scapulee slightly everted. Right shoulder lower than left. 

Intercostal 


Spaces. Right apical (supraclavicular) well filled out. 
Left slightly 


Expansion good with exception of right supraclavicular space. 
No evidence of any drawing in of tek § spaces due to old 
pleuritic adhesions either upon inspiration or expiration. 
Respiration. Costal in type. 
Percussion. Right Lung: Absolute dulness at base line begins 
at fifth rib in the mammary line, fifth interspace in the mid- 
axillary line, and as seventh dorsal vertebra in the posterior 


| 
| 
| 
hi 
ff 
| 
{ 
| 
> 
| . 


STOW: CONGENITAL TRICUSPID STENOSIS 331 


median line. General percussion note over the entire lung is 
hyperresonant. Left Lung: Slightly dull at apex. Dulness in the 
mammary line begins at the fifth interspace. In the midaxillary 
line at the sixth rib. In the posterior median line at seventh 
vertebra. General percussion note over the entire lung a clear 
hyperresonant tone. 

Auscultation. Immediately above the line of absolute dulness 
posteriorly on both sides gave an amphoric respiratory sound. 
Numerous subcrepitant rales were heard over the base of both 
lungs. Expiration equalled in length the inspiration. Nowhere 
over either lung was any evidence of cavity formation or of tuber- 
culous lesion. Examination for tubercle bacilli repeatedly proved 
negative. 

Heart. Palpation. Apex beat at fifth interspace just inside the 
mammary line about two fingers in breadth. Plainly felt when 
patient leaned well forward, but not otherwige. Upon palpation at 
the apex could be detected a decided presystolic thrill. There was 
no epigastric pulsation. 

Percussion. Absolute dulness extended to the right as far as 
the right sternal line and above as high as the lower border of the 
third rib close to the right sternal line. On the left side absolute 
dulness began at the upper margin of the fourth rib. Relative 
dulness reached 1 cm. to right of the right sternal line and on the 
left side, as high as the second intercostal space. 

Auscultation. At the apex could plainly be distinguished a 
decided presystolic murmur, with a very loud accentuation of the 
second pulmonic sound. Auscultation over the mitral valve at the 
third interspace to the left of sternum gave a very loud, disagreeable 
presystolic murmur. Auscultation over the tricuspid valve was 
negative. 

Pulse. Both radials were alike. The pulse was irregular, inter- 
mittent, soft, and compressible, averaging about 78 to the minute. 
None of the superficial arteries showed arteriosclerosis. 

Abdomen. Palpation and percussion detected a small amount of 
ascites. 

Liver. Lower margin of dulness reacts 5 cm. below the margin 
of the ribs in the mammary line. Delicate palpation over the edge 
of the liver gave a distinct impulse synchronous with the systole of 
the heart. Liver felt firm to the touch and its edges were well 
defined. Pressure upon the liver caused a heavy, dull pain. 

Spleen. Slightly enlarged. At the margin of the ribs on left side 
in the midaxillary line its margin could be felt. 

Urinalysis. Color, dark amber; reaction, neutral or slightly 
alkaline; specific gravity, 1026; quantity in twenty-four hours, 
16 to 18 ounces; always under normal; albumin, slight trace by 
ferrocyanide test; sugar, negative; indican, negative; urea, 0.014 gm. 
per cubic centimetre; diazo reaction, negative. 
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Microscopic Examination. Frequently hyaline casts, bladder and 
vaginal epithelium; occasionally a few red blood corpuscles and 
leukocytes. Plenty of triple phosphates. 

Diagnosis. Mitral stenosis with relative tricuspid insufficiency, 
accompanied by fatty degeneration of the heart muscle, producing 
the failing compensation with the secondary passive congestion of 
the internal organs. Hydrothorax, hydropericardium, and ascites 
and cedema of the lower extremities. 

Subsequent History. (November 18, 1904.) Patient sits up in 
bed constantly. Apparently cannot lie down without great dys 
neea, Expectoration has become quite offensive. Constantly 
vomiting small quantities of blood of a coffee-ground appearance. 
Has attacks of aun. Hands, legs, and eyelids extremely 
cedematous. Face, lips, and ears deeply cyanotic. November 25th, 
patient still expectorates blood and complains of much pain on 
the right side of chest low down as far as the fifth rib. Dyspneea 
very marked. . 

xamination of middle and lower lobe of right lung showed 
marked dulness. From this date up to her death she continued to 
expectorate blood from time to time. Urine became more scanty, 
— gravity reaching as high as 1031. Albumin in large quantity. 
yaline casts —— Hemorrhagic infarct of middle and lower 
lobe of right lung was added to the diagnosis. Patient died De- 
cember 9, 1904, at 12.30 a.m. 

Autopsy performed December 10, 1904, at 12 noon. Post-mortem 
rigor in the extremities well developed. Hypostatic congestion in 
the dependent portions of the body. Face, lips, ears, eyes, fingers, 
and toes dark cyanotic hue. Pupils 4mm. in diameter. Both the 
same. Lower extremities oedematous as far as middle of thigh. 
No evidences on the body. 

The abdominal cavity contained about two litres of a clear, dark- 
reddish transudate. Peritoneum was smooth, glistening, and trans- 
parent. Intestines appeared deeply congested. The vault of the 
diaphragm on the right side, at seventh interspace; on the left side, at 
the seventh rib. Right pleural cavity contained about three litres 
of a clear, dark-reddish transudate. Left pleural cavity contained 
about two litres of a clear, dark-reddish transudate. Slight adhesions 
between anterior border of left lung and the pericardium. At the 
apex of this lung were old pleuritic adhesions holding the apex 
firmly to the thorax walls. Pericardial sac contained about 500 c.c. 
of a clear, dark-reddish colored transudate. The two layers of the 
pericardium were everywhere smooth, glistening, and transparent. 

Heart. Right auricle was extensively distended and filled with a 
dark, blue-black, non-coagulable blood. 

Right ventricle appeared firm and but moderately distended. 
Left auricle was extensively distended and filled with a dark, blue- 
black, non-coagulable blood. Left ventricle was partially con- 
tracted and firm. The veins on the external surface of the heart 
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were intensely injected, the vena magna cordis at the base of the 
heart appearing as large as the first finger. The coronary arteries 
were not sclerotic The heart muscle was less firm than usual, and of 
a light-brown color. Papillary muscles streaked with yellow. Left 
ventricular wall averaged about 1 cm. Left auricular wall averaged 
about 3mm. Right ventricular wall averaged about 4 mm. at the 
apex and measured 1} cm. at the attachment of the tricuspid valve. 
Right auricular wall averaged 2 to 3mm. _ Circumference of aorta 
at aortic valve 6} cm. Circumference of pulmonary at aortic 


Fie. 1 


A, tricuspid valve, looking from the right auricle toward right ventricle; B, everted 
right auricular appendix filled with thrombi. 


arsege' valve 74. cm. Neither artery showed evidence of patho- 
ogical change. Both right and left auricular appendices were 
greatly distended and filled with thrombotic masses. 

A large, well-formed thrombus was found in the superior vena 
cava that was firmly adherent to the bloodvessel walls and was 
partly canalized. ‘The external jugular vein was occluded by a 
thrombus. 

The cusps of the tricuspid valve were united with each other 
(see Fig. 1), extending a distance from the base line toward their 
closing margins of 2} cm. They were of normal thinness. There 
was no evidence of any present or previous inflammatory chan 
in or about this valve, so that the conclusion was forced that the 
condition present was congenital. ‘The opening of the tricuspid 
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valve measured about 14 cm. in diameter. The pulmonary valve 
showed no changes. ‘The aortic valve showed a very slight union 
between the left and posterior cusps as well as slight fenestration 
of the posterior cusp. These changes were not of sufficient degree 
to have caused any impediment to the flow of blood. The mitral 
valve showed extreme stenosis of its two flaps so as scarcely to 
admit the tip of the finger. Along the base of the smallest anterior 
flap was a ridge of strong, hard, calcareous deposit (see Fig. 2) 


A, mitral valve; B, aortic valve; C, wall of ascending aorta; D, calcareous ridge along the 
anterior cusp of mitral valve. 


extending for a distance of 3 cm. The closing margins of both 
flaps as well as the chords tendinee greatly thickened. ‘The balance 
of the endocardium everywhere appeared smooth, glistening, and 
transparent. 

Right Lung. External surface smooth. Pleura covering same 
was clear and transparent. Lung appeared voluminous. Middle 
and lower lobes were firm to touch, and of a dark-blue color. 
Along the anterior margin of the upper lobe was a firm, circum- 
scribed, dark-blue prominence, measuring fully 3 cm. in diameter, 
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which upon cut surface proved to be a recent hemorrhagic infarct. 
Upon the cut surface it_was found that the entire middle lobe 
and the lower four-fifths of the lower lobe (see Fig. 3) were two 
large, recently formed hemorrhagic infarcts. The bloodvessels 
that supplied these areas were filled with firmly adherent thrombi 
(autochthonous thrombosis). The glands at the hilus of the lung 
appeared normal. Connective tissue not increased. 

jt Lung. At the apex were old pleuritic adhesions firmly uniting 
the apex to the thoracic walls. The balance of the pleural covering 
appeared normal. The entire apex of this lung proved to be involved 


A, bloodvessels of lower lobe of right lung filled with autochthonous thrombi) the lobe ot 
lung is bisected) ; B, remains of lower lobe not affected by the hemorrhagic infarct; C, part 
included by hemorrhagic infarct in lower lobe; D, middle and upper lobe drawn back. 


in an old hemorrhagic infarct that was now undergoing putrid 
necrosis. ‘The balance of this lung upon cut surface showed passive 
congestion and acute cedema. 

Spleen. Weight 8 ounces; firm in consistency; dark mahogany 
brown color; capsule slightly thickened; trabecule increased. 
Pulp firm; bloodvessels congested (cyanotic induration). 

Liver. Displaced downward 5 cm. below costal margin of the 
ribs. Weight 5 pounds. Color mottled yellow and brown; a 
decided nutmeg appearance. Firm in consistency. Slightly granu- 
lar. Bloodvessels congested. Lobules plainly visible, dark brown 
in centre and surrounded by a yellowish boundary (cyanotic indura- 
tive fat liver). 
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Kidneys. Left: Weight 8 ounces. Dark-brown color; firm in 
consistency; capsule readily stripped. Externally smooth. Blood- 
vessels of pyramids deeply congested. Cortex measures 6 to 10 mm. 
Markings of cortex plainly visible. Also the Malpighian corpuscles. 
Cyanotic passive congestion. 

Right: About one-third larger than normal. Externally variegated 
in color from deep chrome yellow to dark brown. Firm in con- 
sistency. Innumerable anemic and hemorrhagic infarcts. Upon 
cut surface the larger arteries were filled with firmly adherent 
thrombi (autochthonous). Microscopic sections of this kidney 
showed many anemic and hemorrhagic infarcts, with the end 
arteries filled with well-formed and organized thrombi, in some 
cases showing canalization. Query: Why this condition in the 
one kidney and none similar in the other? ° 

Adrenals showed no change. 

Uterus about size of uterus in the third month of pregnancy. 
Walls were firm and hard. Mucous membrane heavily congested. 
Chronic metritis. 

Stomach and Intestines. Walls were deeply congested and covered 
with a thick, tenacious mucus. Chronic gastritis and enteritis. 

Diagnosis. ‘Tricuspid stenosis complicated by mitral stenosis, 
together with fatty degeneration of the heart muscle. Hemorrhagic 
infarcts of both lungs, together with passive congestion and cedema. 
Anzmic and hemorrhagic infarcts of the right kidney. Passive 
congestion and cyanotic induration of the internal organs, especially 
liver, spleen, and left kidney. Hydrothorax, hydropericardium, and 
ascites. 

Remarks. It is interesting to note the diagnosis made of relative 
tricuspid insufficiency as based upon the mitral stenosis, greatly 
accentuated second pulmonic sound (enlarged right heart), venous 
and liver pulse; whereas to the contrary we are dealing with a éri- 
cuspid stenosis, which I am frank to admit did not enter into my 
calculations at the bedside. 

Reviewing the history of this case, and taking into consideration 
the severity of the mitral lesion, it appears difficult to harmonize the 
two. Did the early attack of measles (six years of age) furnish the 
etiological factor wanted? Can such lesions arise sui generis or from 
no cause that a patient with average intelligence would likely per- 
ceive? Did the tricuspid stenosis (congenital) have any etiological 
bearing upon this extensive mitral lesion? 

Is it not curious that a congenital stenosis of the tricuspid valve 
as severe as this one (opening 14 cm. in diameter) should have 
caused no noticeable disturbances throughout twenty-eight years 
of = operate life, until the mitral valve had become so seriously 
cri ? 

e writer wishes to acknowledge his indebtedness to Mr. Chas. 
Brush, the hospital photographer, for the photographs he has 
furnished me in this case. 
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JEQUANIMITAS; WITH OTHER ADDRESSES TO MEDICAL STUDENTS, 
NURSES AND PRACTITIONERS OF MEDICINE. By WILLIAM 
Oster, M.D., F.R.S. Philadelphia: P. Blakiston’s Son & Co., 
1904. 


Tuis book may be regarded as the parting gift of its distinguished 
author to his professional brethren in America, and no valedictory 
could be more graceful or of more genuine value. The addresses 
contained in it cover a wide range, having been delivered on very 
different occasions, and before audiences of distinct types. Whether 
the address is to a body of students about to graduate, or nurses 
just entering upon their professional duties; to a group of students 
of medical history, or to a distinguished scientific body, it may 
always be counted upon to contain many of those precious pearls 
of wisdom which the greatest peripatetic teacher of his day always 
dispenses with such a generous hand. Most of them are, or ought 
to be, familiar to medical readers through the columns of the 
medical journals in which they have heretofore appeared, but this 
fact we are sure will make their appearance in book form all the 
more gladly welcomed. The longest article, that on ‘“‘ Medicine in 
the Nineteenth Century,” appeared in the New York Sun, and was 
republished in book form in a symposium of articles on the progress 
made in various lines during the nineteenth century, apropos of 
the advent of the twentieth. It has accordingly reached some- 
what the lay public for whom it was intended. It contains a 
most excellent summary of the progress made in medicine during 
its greatest centennial, but especial praise should be accorded to 
it because of the characteristic manner in which its author has 
presented to the layman the advantage he derives from all the 
wonderful achievements of medical science, and indicates their 
practical value to the world at large. In other words, Dr. Osler 
emphasizes not only the humanitarian but also the commercial 
value of the labors of medical science. 

Of more academic interest is the paper on “Physic and Physicians 
in Plato,” depicting the Greek physician as drawn by his con- 
temporaries. Dr. Osler loves to hark back to whatever was best 
in the olden days, and this essay shows a love of its subject which 
beautifies and lends an interest to what to many of we moderns 
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would otherwise be as dry leaves. To every man in the profession 
the address on the “‘Masterword in Medicine” will have an infinite 
meaning. ‘The masterword which opens the gate to success is 
“work.” ‘To him who hath it shall be given the due reward, but 
he who fails to achieve the masterword shall inevitably be cast 
into outer darkness. Another address is in the nature of a solemn 
warning against professional narrowness which unfortunately mars 
the breadth of view of so many otherwise excellent men. It is 
that on “Chauvinism in Medicine.” It warns against narrowness, 
whether “national, provincial, collegiate, or personal.”” Among its 
great merits are the fearlessness with which it directs attention to 
several points in which professional narrowness manifests itself and 
the excellence and simplicity of the remedies for these conditions 
which it suggests. 

In the several addresses to students contained in this volume 
there will be found a storehouse of wisdom of which it is sincerely 
to be hoped all generations of future doctors will avail themselves. 
The address from which the volume takes its title is an able dis- 
quisition on the advantage to the medical man of possessing imper- 
turbability of mind. He urges the young man at the outset of his 
career to cultivate this faculty with assiduity, as its practice will 
be of the greatest value not only to him but to his patients. In 
another address to a student body entitled “Teacher and Student,” 
he tells the young men to acquire first the Art of Detachment, 
second the Virtue of Method, third the Quality of Thoroughness, 
and lastly the Grace of Humanity. Dr. Osler’s advice is couched in 
such graceful language and is of such evident wisdom that it is sure 
that many a reader as well as hearer must have felt a call to higher 
things as it reached his heart. 

There are two addresses delivered to graduating classes of 
trained nurses, one called “‘ Doctor and Nurse,” the other “Patient 
and Nurse.” The latter is the longer and will be read with interest 
not only by nurses and doctors, but also by any of the laity who 
may have been brought more or less in contact with the trained 
nurse. 

There are several addresses delivered to the Association of 
Medical Librarians, and at the opening of medical libraries, which 
suffice to show Dr. Osler’s great love for and acquaintance with 
books. At the end of the book is appended a list of ten books 
constituting a “Bedside Library for Medical Students.” Let us 
hope that the words of so charming a guide will prompt at least 
a large proportion of students to adopt his suggestions for their 
literary bulum. To this list we would like to add “‘®quanimitas,” 
by William Osler, a book which the sooner they become familiar 
with from cover to cover the better it will be for them. 

F. R. P. 
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Tue PrincipLes oF Hyerene: A PracticaL MANUAL FoR Stv- 
DENTS, PHYSICIANS AND HEALTH OFFicErRs. By D. H. BEerGeEy, 
A.M., M.D., Assistant Professor of Bacteriology, University of 
Pennsylvania. Illustrated. Second edition, thoroughly revised 
and enlarged. Pp. 536. Philadelphia, New York, and London: 

W. B. Saunders & Co., 1904. 


THE first edition of this valuble hand-book was exhausted in a 
little more than two years, and during that time the progress of 
sanitary science was so great that a not inconsiderable part of the 
text became either wholly obsolete or more or less behind the times. 

The present edition shows extensive pruning and many additions of 
new material, and it presents the subject in the very latest light and 
in a most attractive way. All that was said in praise of the first 
edition can be repeated with hearty emphasis, and especially is this 
true of the chapter on Vital Causes of Diseases, which embraces 
consideration of the all-absorbing topic of immunity, of the relation 
of insects to human diseases, and of animal and vegetable parasites; 
but it must be said that a fuller discussion of the parasitic diseases 
which recent investigation has shown to play such important parts 
in the South and in many foreign countries might well have been 
given some of the space accorded to the diminishingly important 
subject of Quarantine, which takes up one-seventh of the entire 
book. The index, although sufficiently voluminous, is hardly as 
helpful as it should be: it includes very many items which one would 
never think of looking for, and gives far too little space to most 
of the really important subjects. C. H. 


SAUNDERS’ QUESTION ComPENDs, No. 3. EssENTIALS OF ANATOMY, . 
INCLUDING THE ANATOMY OF THE VISCERA ARRANGED IN THE 
ForM OF QUESTIONS AND ANSWERS PREPARED ESPECIALLY 
FOR STUDENTS OF Mepicing. By CHar.es B. NANCREDE, 
M.D., Professor of Surgery and of Clinical Surgery in the Uni- 
versity of Michigan; Emeritus Professor of General and Ortho- 
pedic Surgery, Philadelphia Polyclinic, etc. Seventh edition, 
thoroughly revised. Philadelphia, New York, and London: 

W. B. Saunders & Co., 1904. 


THE mere fact that this is the seventh edition of this book would 
indicate its popularity. It is one of the best of all the question 
compends and will no doubt continue to enjoy its deserved success. 
Considering the size of the book the illustrations are most satisfac- 
tory. Excepting for the rewriting of the chapters on the Nervous 
System and the correcting of slight former errors the book remains 
the same as in its previous editions. J. H. G, 
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ANATOMY APPLIED TO MEDICINE AND SuRGERY. By D. E. Mun- 
DELL, B.A., M.D., Professor of Applied Anatomy, Faculty of 
Medicine, Ontario University; ex-Examiner Practice of Medicine, 
Ontario Medical Council; Surgeon to Kingston General Hospital. 
Kingston: Printed at the British Whig, 1903. 


Tuis book, is especially prepared for the use of students, being 
a means of teaching them to practically apply their knowledge of 
anatomy. It would appear to be a most valuable aid. The various 
regions of the body are taken up separately, the anatomy being 
dealt with briefly and the injuries and surgical diseases of the part 
outlined, especially the surgical operations. ‘The illustrations are 
not very numerous nor are they particularly good, but of course 
the student would employ this book only as an auxiliary to his 
larger works on anatomy, and hence illustrations are not so neces- 
sary. The text is very comprehensive, and we believe that, on the 
whole, not only the student but the occasional operator will find 
this an invaluable little volume. It is to be regretted that the list 
of errata is so extensive. J. H. G. 


Tue OpatTnatmic YEAR Boox. A Digest of the Literature of 
Ophthalmology, with Index of Publications for the Year 1903. 


By Epwarp Jackson, A.M., M.D., Emeritus Professor of Dis- 
eases of the Eye in the Philadelphia Polyclinic; President of the 
American Academy of Ophthalmology and Otolaryngology; 
Ophthalmologist to the Denver County Hospital, St. Anthony’s 
Hospital, and Mercy ly Denver, etc. With 45 illustra- 


tions. Denver, Colorado: The Herrick Book and Stationery Co., 
1904. 
Tuis is a most valuable contribution to current ophthalmology. 
The oculist who desires to be informed in regard to the work which 
is being done and the progress made in his specialty (and who does 
not?) is compelled to devote an immense amount of time to the 
study of periodical literature; and it is not everyone who can have 
access to the necessary material. One need only call to mind the 
voluminous Jahresbericht of Nagel, and even this is incomplete, 
to have an idea of the mass of printed matter annually sent forth 
relating to ophthalmology. It is out of the question for the average 
practitioner to attempt anything like an adequate review of this 
mass of literature. It requires really an expert to sift out the use- 
ful. This is exactly what Dr. Jackson has admirably accomplished. 
He has first of all selected the most important contributions which 
have appeared during the year, not as extracts, but sufficiently in 
detail to make them readily intelligible, a result which has been 
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greatly aided by the illustrations which the book contains. A 
particular value is given to the matter by the criticisms and explana- 
tions which the author interpolates on almost every page. Papers 
which find a place in this digest are not chosen simply because of 
their novelty, but for their utility in furthering the writer’s object. 

The book also contains a list of books and monographs and the 
more important journal articles which have appeared during the 

ear. 

The work divides the subject of ophthalmology as follows: re- 
fraction, ocular movements; then follow diseases of the different 
ocular structures, beginning with the conjunctiva, with special 
chapters upon the pupil, glaucoma, tumors, injuries to the eye- 
ball, and general ophthalmology and operative measures. A very 
useful index completes this admirable book. 

We would strongly urge the merits of this work upon every 
practitioner of ophthalmology. It is particularly useful to one 
who intends to make written contributions to the subject. Such 
a one can here find in a few moments information which would 
consume much time to discover elsewhere. T. B.S. 


THe OPEN-aIR TREATMENT OF PULMONARY TUBERCULOSIS. By 
F. W. Burron-Fannine, M.D. Cantab., Physician to the Nor- 
folk and Norwich Hospital; Honorary Visiting Physician to the 
Kelling Open-air Sanatorium. London, Paris, New York, and 
Melbourne: Cassell & Co., Limited. Chicago: W. T. Keener 
& Co., 1905. 


TE author of this most excellent treatise on the subject of the 
sanatorium and open-air treatment of tuberculosis gives an ex- 
haustive detailed account of the method in use at the Kelling Sana- 
torium, with which he is connected, comparing it also with that in 
vogue in other countries. He points out the possibility of conduct- 
* ing proper treatment in the home as well as in the sanatorium, 
even in a crowded city, with a fair hope of success. 

Altitude and climate appear to have much less to do with a cure 
than was formerly supposed, and except in special indications any 
climate, cold or warm, dry or damp, may suffice for the treatment 
provided constant fresh air, the sine qua non, be supplied both 
night and day. Much of the success of the treatment depends 
upon the thorough understanding of the relations of rest, diet, 
exercise, and open-air life upon the pulse, temperature, and bodily 
weight of the patient. The results are classified by Dr. Burton- 
Fanning under five headings: I. Recovery with fitness for work. 
II. Arrest of disease with fitness for a certain degree of work. III. 
Arrest, but with the necessity of continuing an invalid life. IV. 
Improvement. V. No improvement. 


> 
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_ Accure can only be pronounced after a man is dead, as Dr. Chidell 
says. Finally a point of great importance in the system is dealt 
with from a very practical aspect, and that is, the question of the 
after-life and employment of the recovered patient. 

The sanatorium treatment must only be regarded as a prelim- 
inary to a most carefully regulated after-life, so that in order that 
the results may be lasting a certain amount of consideration and 
latitude from the employers must be asked for those patients who 
return to work. 

Too great stress cannot be laid on the value of an early diagnosis 
in its relation to result. The author is to be congratulated on his 
excellent presentation of so important a subject. J. N. H. 


Les DEGENERESCENCES DES FIBROMYOMES DE L’UTERus. By 
G. Piquanp, Ancien Interne Laureat des Hépitaux, Prosectem 
rovisoire & la Faculté de Médecine. 426 pages. Paris: G. 
teinheil, 1905. 


IN this interesting monograph are included a number of interest- 
ing facts and: observations which have hitherto been scattered 
throughout the literature. While it is based on only 42 cases, 
observed in Quenn’s clinic, the author has shown a wonderful 
amount of patience and industry in reviewing the literature of the 
subject et excellent judgment in generalizing from the facts 
collected. 

‘The book is divided into two parts; the first, which deals with 
non-infectious degeneration, including seven chapters on fibrous 
degeneration, calcareous, cedematous, sarcomatous, telangiectatic, 
epithelial, and cystic. Under part second are included two chapters 
on suppuration and gangrene, respectively. The same order is 
followed in the arrangements of the paragraphs in each chapter— 
viz., history, pathological anatomy, pathogeny, clinical symptoms, - 
diagnosis, and prognosis. The references are exhaustive, aj must 
be of great value to any subsequent writer on this subject. 

Space does not allow us to enter into a detailed review of this 
monograph, but we can only note some of its most interesting points. 
For example, the chapter on the origin of epithelial elements in 
fibromyomata. ‘The author concludes, from his personal observa- 
tions, that they are derived from the endometrium, but he admits 
they may exceptionally result from proliferation of the remains of 
the Wolffian and Miillerian ducts. He states, as a fact not to be 
disputed, that malignant degeneration of these glandular elements 
in the midst of the fibromyomatous tissue does occur. In an inter- 
esting section on the coexistence of fibromyoma and cancer of the 
uterus no less than 112 cases are cited, 
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The final conclusions arrived at by the writer are as follows: In 
30 out of 100 fibroid tumors of the uterus, some form of degenera- 
tion has been noted, the prognosis varying widely according to the 
changes which are present. Fibromatous degeneration is the most 
common and least serious; sarcomatous the most grave. The cli- 
macteric period is the favorite time for such changes in the tumor. 
This is directly opposed to the popular view that the menopause is 
favorable to retrograde changes and atrophy of these neoplasms, 
and supports the opinion of those who contend that they should be 
removed before this period. H. C. C. 


MALFORMATIONS OF THE GENITAL ORGANS OF WoMEN. By 
CHARLES DEBIERRE, Professor of Anatomy in the Medical 
Faculty at Lille. With 85 illustrations. Translated by J. HENRY 
C. Smes, M.D., Emeritus Professor of Genitourinary and 
Venereal Diseases in the Philadelphia Polyclinic. Pp. 182. 
Philadelphia: P. Blakiston’s Son & Co., 1905. 


THE translator states in his preface that his object has been “to 
fill a void in English medical literature.” Whether the reader will 
agree with him or not is doubtful. Chapter I. deals briefly with 
the normal anatomy of the genital organs and breasts and presents 
no new or interesting facts, a criticism applicable also to the brief 
chapter on development. In Chapter IIJ., on malformation, the 
ovaries are first considered, then the tubes, round and broad liga- 
ments, the uterus, vagina, external genitals, and breast. 

Malformation of the vagina (and especially of the hymen) seems 
to be the author’s favorite topic, as he devotes considerable space 
to it, apparently because it affords him the opportunity to intro- 
duce a number of prurient details and questionable anecdotes, 
which are related in true Gallic style, though they must be offensive 
to English readers. Hermaphrodism is treated most superficially ; 
also anomalies of the breast. 

The final paragraph of this amusing monograph is a sufficient 
commentary on its supposed raison d’étre: “Our general conclu- 
sion from the study of the anomalies of the genital organs of woman. 
is that in nature nothing is unusual.” H. C. C. 


TRANSACTIONS OF THE T'WENTY-EIGHTH ANNUAL MEETING 07 
THE AMERICAN DeERMATOLOGICAL AssoctATION, ‘1904. By C. 
J. Wurre, Secretary. 


THE proceedings of this and other similar national associations 
devoted to the consideration of special branches of medicine and 
surgery are becoming more valuable with each year, and the hand- 
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some volume of over 200 pages before us goes to confirm this state- 
ment. It contains many excellent articles, good photographs of 
cases, and photomicrographs. Of the latter, special mention 
may be made of the beautiful work in this direction of Dr. J. A. 
Fordyce, of New York, illustrating his paper on “ Affections of the 
Mucous Membrane in their Relation to Skin Diseases.” Articles 
of this kind are of general interest and serve to bring this specialty, 
now so firmly planted, in close relation to general pathology. M. 
F. Engman, of St. Louis, also has a paper of merit on the same sub- 
ject. W. T. Corlett, of Cleveland, discusses ‘“Postvaccinal Eru 
tions,” and Hyde and McEwen, of Chi , the “Relation of Certain 
Dermatoses to Changes in Vascular Equilibrium.” Dr. W. F. 
’ Breaky, of Ann Arbor, calls attention to “Parasitic Sycosis Com- 
municated from Cattle,” a subject which we think is not so well 
recognized by the profession as it deserves. ‘There is no doubt that 
many contagious di of this kind are contracted from animals, 
especially dogs, cats, and horses. Perhaps the most valuable con- 
tribution to the Transactions are the elaborate tables showing the 
combined returns of cases of cutaneous disease for the preceding 
year, comprising no less than 25,000 cases observed and reported by 
the members of the Association. The volume is admirably edited 
me the Secretary, Dr. C. J. White, of Boston, and reflects credit upon 
those who took part in the meeting. It should have a place in all 
medical libraries as a work of reference. L. A. D. 


Le Coryza SyYpHILITIQUE, RHINOPHARYNGITE PURULENTE SEP- 
TICO-PYOHENIQUE, CHEZ LES NOUVEAUNES SYPHILITIQUES. Par 
M. te Dr. Pau Gasrou, Ancien Chef de Clinique et Assistant 
de Consultation, Chef de Laboratoire de la Faculté.a |’ H6pital 
Saint-Louis. Paris: O. Doin, éditeur, 1904. 


Dr. Gastou here presents in pamphlet form, reprinted from the 
Revue @ hygiene et de médecine injantiles, 1904, tome iii., No. 3, a 
very complete study of one of gong manifestations of hered- 


itary syphilis in early infancy. text is illustrated by four full- 
plates, two of which are in color, showing the facies of an 
infant suffering from a severe grade of the disease, and various 
microscopic sections of the healthy and diseased mucous membrane 
of the nose, and sections of lung affected with pneumonia secondary 
to the nasal disease. It forms a complete monograph on a subject 
that in the text-books is usually dismissed with a few lines of vague 
description, and thus constitutes a valuable contribution to our 
knowledge of the disease. 
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MEDICINE. 


UNDER THE CHARGE OF 
WILLIAM OSLER, M.D., 


REGIUS PROFESSOR OF MEDICINE, OXFORD, ENGLAND, 


AND 
W. S. THAYER, M.D., 


ASSOCIATE PROFESSOR OF MEDICINE, JOHNS HOPKINS UNIVERSITY, BALTIMORE, MARYLAND. 


Symptomatology and Diagnosis of Vincent’s Angina.— VINCENT, who 
first described this throat affection in 1898, in a recent article (Lancet, 
May 18, 1905, p. 1260) gives a concise account of its chief features. 
He describes it first under the name of ‘‘d’angine a spirilles et bacilles 
fusiformes.” It is comparatively common and occurs most frequently 
in children between six and ten and in adults between eighteen and 
thirty years of age. From statistics it constitutes 2.26 per cent. of all 
forms of throat infections. Those living in bad hygienic surroundings, 
those with generally impaired health, and those with carious teeth and 
who take poor care of their mouth are most liable to contract it. 

‘Two organisms are found in the smears and cultures from the throat. 
One is a long fusiform bacillus. The average length is from 6 to 8», 
the longest being 10 to 12#. The breadth varies from 1 to 1.54. It may 
or may not be motile. The protoplasm is a vacuolated. The 
bacillus does not stain by Gram’s method. The other organism is a 
very long, delicate spirillum, which is actively motile in fresh specimens. 
This organism usually but not always accompanies the bacillus. While 
these two organisms are rded as the cause of this form of sore 
throat, other organisms, such as the staphylococcus, streptococcus, or 
bacillus coli, may be also present. 

Clinically, the disease manifests itself in two forms: One, the diph- 
theroid form, is rare.and constitutes only 2 per cent. of the cases and 
closely simulates diphtheria; the other, and by far the most common 
is the ulceromembranous form. A grayish or yellowish membrane 
appears on one of the tonsils and about the fourth day ulceration begins 
and a deep excavation of the tonsil occurs. ‘The ulceration is bilateral 
in about 2 cent. of the cases. The throat is sore and deglutition 
difficult. There is fever, general pains, and an enlargement of the 
glands of the neck. 
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The disease has to be distinguished from diphtheria and syphilitic 
ulceration of the tonsils. This is readily done by the bacteriological 
examination of the throat exudate. The treatment consists in painting 
the throat twice daily with tincture of iodine, which is almost a specific, 
and clears up the local inflammation in a few days. 


tal Measles—HEkTOEN (Journal of Infectious Diseases, 
March 1, 1905, p. 238) reviews the literature on the experimental produc- 
tion of measles in man from the first recorded attempt by Francis Home, 
of Edinburgh, ‘n 1758, to the present date, and concludes that where 
positive results were obtained sufficient care was not taken to exclude 
the ibility of the disease having been contracted in the usual way. 
ith the consent of two subjects he sought to transmit the disease 
experimentally, and in both instances met with positive results. The 
procedure was in brief as follows: Blood was obtained from one of the 
elbow veins of two individuals suffering from measles in the acute 
stages. Ascites-broth was inoculated with some of this blood and 
allowed to remain in a thermostat for twenty four hours at a temperature 
of 37°C. From 4 to 5c.c. of this inoculated ascites-broth were then 
injected subcutaneously into two healthy persons, who were in such 
surroundings that accidental infection was considered impo sible. In 
the firs: case the blood was obtained from a patient on the fourth day 
after the appearance of the rash. The subject inoculated, a medical 
student, developed fever on the th’r eenth day, and suffered from an 
uncomplicated attack of typical measles. In the second case the blood 
was obtained from a patient thirty hours after the earliest appearance 
of the rash. The inoculated subject commenced to have fever on the 
eleventh day, and on the fourteenth day a typical measles rash appeared. 
The blood cultures from both of the original cases remained sterile 
so far as bacteria demonstrable by the usua methods were concerned. 
Hektoen states that the experiments permit the conclusion that he 
virus of measles is present in the blood of patients with typical measles, 
sometimes at least during the first thirty hours of the eruption; further, 
that the virus retains its virulence for at least twenty-four hours when 
such blood is inoculated into ascites-broth and kept at 37° C. He 
asserts that the demonstrat on shows that it is not difficult to obtain the 
virus of measles unmixed with other m‘crobes and in such form that it 
can be studied by various methods. 


A Case of “Splenomegalic’’ or ‘‘Myelopathic’ Polycythemia with 
True Plethora and Arterial Hypertonia without Cyanosis—F. Parkes 
WEBER (Lancet, May 13, 1905, p. 1254) reports such a case occurring 
in a Jewish woman, aged thirty-seven years, who first came, under 
observation in July, 1903, for acute erythromelalgia of the left foot. 
The case differed from those of splenomegaly accompanied by poly- 
cythemia reported by Vaquez, Saundby and Russell, iment, sler 
and others, in that cyanosis was not present. The cutaneous blood- 
vessels were somewhat overfilled, however. The splenic enlargement 
was not marked, the border being felt one to two fingers’ breadth from 
the costal ~ The red cells ranged between 8,016,000 per c.mm., 
the lowest to 10,960,000 per c.mm., the highest count. Normoblasts 
were sone! There was usually a leukopenia. The relative percentage 
of polymorphonuclears was very high, ranging between 66 and 81 per 
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cent. The hemoglobin was between 120 and 184 per cent. The blood 
pressure and rere esac of red cells were both increased. There was 
also a striking increase in the specific gravity and viscosity of the blood, 
With the exception of improvement in the associated erythromelalgia 
treatment had practically no effect on the patient’s condition. 

From a study of a case previously reported by the writer, in which 
an autopsy was obtained, the opinion is expressed that the disease is 
always accompanied by and at all events mainly due to an excessive 
pathological activity in the bone-marrow. This was evidenced by the 
extensive conversion of yellow into red bone-marrow. Weber thinks 
the high percentage of polymorphonuclears in the present case is con- 
firmatory of this view. 

The sequence of events in these cases and their causal connection is 
believed by the writer to be as follows: 1. Increased erythroblastic 
activity involving a great part but not necessarily the whole of the bone- 
marrow. 2. Increased viscosity of the blood resulting from the poly- 
cythemia. 3. Dilatation of small bloodvessels, partly to lessen resistance 
to the abnormally viscous blood, partly to make more room for dilution 
of the blood. 4. The “plethora vera,” or “‘polyhemia,” is probably to 
be regarded as an attempt to compensate for the increased viscosity of 


the blood and for the excessive percentage of the total blood volume 
es 39 by the cells. 5. 'The arterial hypertonia is to be regarded as a 
result of the greater strain thrown on the circulatory system. 6. Cyanosis, 
when this occurs, is probably due to inadequacy of the series of com- 
pensatory changes, which, roams, to his view, precedes it. 


The enlargement of the spleen is held to be due to the plethora vera 
rather than to excessive functional activity in attempting to compensate 
for the excessive production of red corpuscles by increased destruction. 
Weber thinks that the association between the polycythemia and the 
“pai may have been merely an accidental one, although he 
calls attention to the fact that a similar association has been noted in 
cases reported by Tiirck and W. Weintraud. 
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Cases Illustrating Alternative Operations for Intestinal Obstruction. 
—BarkER (British Medical Journal, April 8, 1905, p. 756) in the first 
case opened the distended bowel above the obstruction (growth of the 
cecum), allowing the contents to escape, after which an ileocolostomy 
was done, short-circuiting the obstruction. At the end of six weeks, 
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when everything was quiet, the growth with the cecum, ascending 
colon, and about six inches of the ileum were successfully excised. 

In the second case, cancer of the splenic flexure of the colon, because 
of the acrid feces and toxins in the gut and the sodden and rotten condi- 
tion of the gut, which would peed hold stitches, it was considered 

inadvisable to short-circuit, and an artificial anus was made. Ulceration 
of the abdominal wall from the feces followed, and rendered the anas- 
tomosis of the bowel above the growth to the sigmoid, which was done 
later, a dangerous operation. Still later the splenic flexure with the 
growth was excised, and finally, at another operation, the artificial anus 
was closed by incising around it, closing the proximal end and dropping 
it back into the abdomen, the distal end being sutured in the lower angle 
of the abdominal incision. This permitted the escape of gas and mucus 
from the cecum and colon, which had been closed at the other end. 
The patient improved and left the hospital very well. 

In the third case, a diabetic, a cancer of the transverse colon, in which 
the obstruction had never been acute, was excised and the divided bowel 
joined “‘end to end.” There was no need of a preliminary artificial 
anus. Recovery, in spite of the 6.6 per cent. of sugar, followed. 

In the fifth case short-circuiting was done around an apparently 
malignant growth of the small intestine, but although six years have 
passed since, the patient remains perfectly well and shows no signs of 
the presence of the growth. All those who saw it thought it to be a 
sarcoma. In another case short-circuiting was done through a second 
incision in the abdominal wall, permitting the removal of an incar- 
cerated and blackened femoral hernia and the immediate performance 
of a radical cure. 


A Case Simulating Intracranial Tumor in which Recovery Was Asso- 
ciated with Persistent Cerebrospinal Rhinorrhea.—T. R. GiyNnNn and 
E. E. Giynn (British Medical Journal, April 22, 1905, p. 871) report 
the case of a young man, aged twenty-one years, who struck his head 

n 


violently against a beam. Intracranial symptoms n then and con- 
tinued w worse, until-about five fluid began to 
escape in drops from his right nostril. Immediately he commenced to 
improve, his mertal vigor and muscular strength returned, and his sight, 
which had been lost, was restored. The progress toward recovery was 


mination of the nasal cavity showed it to be normal and the 
escaping fluid to be cerebrospinal, 
That spontaneous discharge of this fluid can occur through the nose 
is hot hinted at in the text-books. The cause of the symptoms was 
—- an internal hydrocephalus. The blow on the head, the writers 
lieved, excited a slight partial meningitis in the region of the fourth 
ventricle, leading to occlusion of the foramen of Majendie and retention 
of the fluid within the ventricles. The fluid probably forced its way 
through the thin roof of the fourth ventricle and along the sheath of 
the olfactory nerve into the lymphatic network of the mucous membrane 
of the nose and so to the epithelial surface. ~ 


Subacute Perforation of the Stomach, with Report of Three Cases. 
—Lunp (Boston Medical and Surgical Journal, May 4, 1905, p. 516) 
says that the size of the perforation will be in proportion to the severity 
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of the onset of the symptoms. In the so-called subacute perforations 
the very small opening may become plugged by a bit of omentum or 
fibrin. Under proper treatment the 3 nl adhesions may become 
organized into fibrous tissue, the ulcer heal, and no symptoms be left, 
—- those due to the presence of the adhesions. On the other hand, - 
the filmy adhesions may be digested away, the peritonitis may spread, 
and at the end of two or three days develop rapidly, and perhaps end 
the patient’s life in a few hours, 

The writer’s cases belong to the first class, Owing to the difficulty in 
diagnosis the only method of settling the question is by an exploratory 
laparotomy. ‘The diagnosis may be confused with acute cholecystitis 
or ulcer of the colon, Sut in all three conditions, when perforation is 
threatened, operative treatment is the only one to be considered. 

Conclusions: 1. The symptonis of subacute perforation are similar 
to those of acute perforation, with the important exception that they are 
less violent and are not followed by collapse or by the development of 
general peritonitis. 

2. The location of the pain and tenderness depend upon the location 
of the ulcer and varies with it. . 

3. The treatment should be, if possible, posterior gastroenterostomy, 
without breaking up the protective adhesions. 


Some Suggestions in Regard to the Diagnosis of Seminal Vesiculitis. 
—Casor (British Medical Journal, May 11, 1905, p. 542) thinks that 
the diagnosis of seminal vesiculitis is frequently made on insufficient 
grounds. The presence of infiltration and inflammatory exudation 
should be shown, if by the termination “‘itis” true inflammation is 
meant. 

" The symptoms considered are distention and thickening of the vesicle, 
with tenderness of the vesicle and perivascular tissues. The observa- 
tions of Simons and Duhat show that a certain amount of distention of 
the vesicle is physiological. Not infrequently it may show more than 
ordinary distention from chronic prostatitis, in which the seminal vesicle 
is not involved. 

Thickening or stiffening of the vesicle is difficult to determine. No 
report should be considered conclusive unless made on the results of 
more than one examination or by one very expert in rectal examination, 
and it should be insisted that a marked ¢ Hin of thickening should be 
regarded as conclusive evidence. 

n estimating the tenderness it is difficult to establish the normal 
sensitiveness in this region, which varies immensely in different indi- 
viduals. Therefore, while valuable in some cases as contributory 
evidence, it can hardly be regarded as an important symptom except in 
acute cases. 

Cabot considers examination of the contents of the vesicle as the 
most reliable evidence. From a series of 19 cases thus examined, he 
found in only 3 cases pus in more than negligible quantities, and in these 
both inflammatory thickening and tenderness were present. The 
absence of pus in the other 16 cases shows that either inflammation of 
the vesicle was not present or it was not characterized by pus formation. 


Action of the X-rays upon the Blood.—MM. AvuBERTIN and BrEav- 
JARD have, in their studies upon the action of the z-rays upon the 
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hematopoietic system, found that an animal subjected to the. rays 
exhibits a polynuclear leukocytosis due to an excessive production of 
leukocytes. lied over a small area the rays produce a transient 
leukocytosis. Taped applications over the same area cause an 
excitation of leukocytosis, more and more marked. The red cells 
become diminished and altered, and, finally, nucleated red corpuscles 
appear, as well as myelocytes. Then the’polynuclear leukocytes dimin- 
ish, leaving a “leukohemia,” with myelemia. The red marrow sub- 
jected to the rays becomes more fatty than normal, the remaining 
myeloid tissue is in a state of hyperactivity, and the spleen is the seat 
of a myeloid c . In conclusion, the observers state that in the 
healthy animal, as in the leukemic patient, emigration and destruction 
of leukocytes preceded by an increased leukocytosis and final degen- 
eration of the tissue ex to the rays take place.—Le progrés médi- 
cale, 1905, No. 6, p. 
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Uro in Cystitis—Dr. C. Posner considers that in connection 
with local treatment of cystitis the internal administration of urotropin 
is most important, and in certain especially chronic cases the drug 
should be used to the exclusion of instrumentation. Urotropin will be 
found also an effective preventive of catheter infection. Unfortunately, 
it seems to have little influence upon tuberculous or gonococcal infec- 
tions of the bladder, but in inflammations due to bacillus coli or to 
staphylococci it is effective, and the reaction of the urine does not affect 
its action. The various drugs which have been exploited as substitutes 
for urotropin seem in no way superior, and certain of them may cause 
harmful effects.—Berliner Linische Wochenschrift, 1905, No. 2, p. 41. 

[Clinically, in many instances of tuberculous cystitis, the bacillus of 
Koch cannot be found in the urine so long as urotropin is administered. 
—R. W. 

Extirpation of Adenoids in Exophthalmos and Chorea.—Dr. B. Haz, 
in two children, aged, respectively, seven and five years, affected 
with exophthalmos, without other signs of exophthalmic goitre, has 
observed the pi symptoms to disappear in ten days in the former after 
the removal of adenoids; in the latter a tonsillectomy was done without 
influencing the exophthalmos. Eight days later extirpation of the 
adenoids resulted in its disappearance in about five days. Two years 
later the first patient reappeared with recurrence of adenoids and of the 
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exophthalmos. Operation was followed by a second Sopa of 
this symptom. A third patient, a child, aged seven years, who had been 
suffering from chorea for about a month, was apparently cured by 
seinevel of the adenoids, which were of large size.—Berliner klinische 
Wochenschrift, 1905, No. 4, p. 91. 


Epidural Cocaine Injections in Mucomembranous Enterocolitis—Dr. 
J. Roux reports good results from this form of treatment in 2 obsti- 
nate cases; the first in a woman, aged twenty-seven years, who had 
been affected with the disease for two years; it was accompanied by 
severe pains, which previously only morphine had been able to abate. 
These were immediately diminished after the first epidural injection, 
and on the next day disappeared. The injections were continued once 
a week for the first month; every fifteen days for the second. Follow- 
ing the treatment all pain disappeared, the constipation became less 
obstinate, the feces no longer contained blood, and the general condition 
was much improved. The second patient was fifty-nine years of age, 
and an equally good result was obtained by similar treatment.— 
semaine médicale, 1905, No. 9, p. 102. 


Sodium Bromova'erianate—Dr. Rove states that ordinary com- 
binations of the bromides and valerian ess the disadvantage of a 
very disagreeable taste. This drawback may be avoided by a new 
organic combination of the two substances, a sodium bromovalerianate, 
which is oe | without toxicity in therapeutic dosage. It slows 
respiration, but does not affect its regularity or depth; it slows the heart, 
but does not change its rhythm, nor does it decrease blood pressure; 
it also diminishes reflex excitability and does not disturb either the 
digestive or the renal function. Therapeutically it should be preferable 
to potassium bromide in epilepsy, if for no other reason than that it 
may be given for long periods without producing unpleasant symp- 
toms. e dosage is from 45 to 90 grains daily, either in solution or in 
capsules. The drug acts well in hysteria, palpitation, arrhythmia, the 
nervous symptoms of exophthalmic goitre, chorea, neurasthenia, and 
migraine. In pertussis it is superior to bromoform.—Revue francaise 
de médecine et de chirurgie, 1905, No. 9, p. 213. 


Veronal.—Dr. Kress reports on the use of this drug in the obstinate 
insomnia of hysteria and neurasthenia. Its prompt action and the lack 
of unpleasant symptoms following its administration render it a valuable 
agent in these ciniitens: However, in 3 out of 12 neurasthenic patients, 
to whom 74 grains of the drug were given nightly, after three or four 
days a cumulative action was noticed, which took the form of a path- 
ological drowsiness, with defective assimilation and disinclination to 
leave the bed. Consequently, the author believes that we should always 
keep in mind the possibility of the appearance of such symptoms. Such 
disturbances indicate that the drug should be stopped at the first sign 
of cumulative action.—T herapeutische Monatshefte, 1905, No. 1, p. 37. 


Antistreptococcus Serum.— Dr. F. Meyer has observed that the effects 
of antistreptococcic serum are not likely to appear until from twelve to 
twenty-four hours after the injection. For the first few hours the tem- 
perature remains almost constantly high; later it falls, and the patient 
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iences an improvement in his symptoms. The author usually gives 
from 1} to 3} drachms as a daily dose, and administers a short time 
before each injection a saline infusion of about half a pint. In severe 
anginas the treatment decreases the size of the tonsils; in diphtheria the 
serum is given in conjunction with antitoxin eopee effect. Ery- 
sipelas is | stnattA affected by the serum, but the redness may increase 
following an injection. Scarlatinal sore throat is benefited, but the 
treatment does not seem to influence the course of the eruption. Excel- 
lent results are reported from the use of the serum in post-partum sepsis, 
but the author does not favor its administration in acute rheumatism. 
The serum causes no unpleasant effects, save a mild skin eruption.— 
Berliner klinische Wochenschrift, 1905, No. 8, p. 197. 


- The Administration of Tuberculin by Mouth.—Dr. FreymourTs, in 
controversion of the statement of Koch, has proven that tuberculin 
is, under certain conditions, active when given by mouth and produces 
effects similar to those of injections of this agent. The minimum active 
dose by mouth is 0.075 to 0.150 minims given on an empty stomach and 
in keratin-coated capsules, with a little sodium bicarbonate to neu- 
tralize the gastric acidity. The reaction in some cases is as pronounced 
as that following an injection, and there seems to be present in the 
individual a relation between the sensitivity to tuberculin by mouth and 
the same substance given under the skin. The author considers it 
unfair, however, as yet to compare the therapeutic results of tuberculin 
given by these two methods, but believes that researches which he pur- 
poses to institute will show them to be identical—Miinchener medi- 
zinische Wochenschrijt, 1905, No. 2, p. 63. 


Gastric Intolerance in Young Children—Drz. M. E. Trrrien 
remarks the occurrence of marked gastric disturbances in children with- 
out intestinal manifestations. He distinguishes three causes: dyspepsia, 
acetonemia, pyloric stenosis. The therapeutic indications are nearly 
the same in all. To arrest the emesis only water should be allowed at 
first—ice-water—a teaspoonful every half-hour, and hot applications 
to the epigastrium. Lavage may sometimes be necessary, and injections 
of artificial serum may be employed. When vomiting has become fre- 
quent, vegetable broths, salted, are allowed. When emesis has ceased, 
a bouillon, containing a coffeespoonful of farina to each three ounces, 
is given, to which, after a few - a little milk may be added, and if 
well borne it may be gradually substituted for bouillon. The quantit 
of sugar in the milk must be carefully lated. If the milk is not tol- 
erated, we should return to the vegetable broth, and after 4 few days try 
buttermilk. If these means fail and pyloric stenosis is sus ted, the 
case becomes one for the surgeon.—Le bulletin médical, 1965, No. 11, 
p. 119. 


Gonorrhea in the Female.—Dr. L. ARCHAMBAULT recommends 
in vulvovaginitis copious injections twice a day of 1: 2000 to 1:4000 
potassium permanganate, or of mercury bichloride 1: 2000, followed by a 
dressing of 5 per cent. ichthyol or 25 per cent. thigenol in glycerin. 
Resorcin, in doses of 15 grains, may be given leap. Twice a week 
silver-nitrate solution should be used toswab the inflamed mucous mem- 
brane, and following this a powder of alum, 3 parts; tannin, 2 parts, 
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should be insufflated. Frequent bathing and other hygienic means 
should be employed. If there is complicating metritis, dressings of 
ichthyol, 10 parts; iodoform, 5 parts; glycerin, 200 parts, should be 
used. Local applications of tincture of iodine or of zinc chloride, 1: 50, 
may be employed, and intrauterine injections of about an ounce and 
a half of either of the following solutions: alumnol, 24 parts; tincture 
of iodine and alcohol, each 25 parts; or dermatol and gum arabic, each 
2 parts; water, 25 parts. Intrauterine bougies of dermatol, 8 grains; 
lanolin, 150 grains; white wax, 30 grains, are useful, as are tampons of 
beer yeast, which act by liberation of lactic acid. Urethritis should be 
treated by the balsams, the alkalines, and by irrigations of silver nitrate 
or nae solutions, a 1 per cent. aqueous solution of thallin sul- 
phate.—Journal de médecine de Paris, 1905, No. 9, p. 86. 


The Finsen Light in Leprosy.—Dr. Lesser finds that in all cases 
of leprosy the Finsen light retards the course of the disease, but at 
present it is impossible to say that it will definitely cure it. The cos- 
metic results are better than with any other treatment, and, while influenc- 
ing the lesions, the rays do not affect the surrounding tissues. In cases 
where the Finsen treatment seems insufficient, it should be combined 
with other therapeutic means—the 2-rays, hot-air, caustics, etc.—Revue 
de thérapeutique, 1905, No. 4, p. 139. 


The Treatment of Ocular Syphilis—Dr. J. A. ABREU DE FIALHO 
has used intramuscular injections of mercury biniodide in a large 
number of cases of specific eye disease with most satisfactory results. 
In beginning the treatment one should provide against the possibility of 
an unusual susceptibility on the part of the patient to mercurials by 
giving small doses, and in order to make the injection as little painful 
as possible the author makes use of the following concentrated solution: 
niercury biniodide, 0.3 part; potassium iodide, 0.6 part; water, 19 
parts. The beginning dosage for a man weighing 115 pounds should be 
about 24 drachms of this solution, and may be increased as its action is 
noted.—La semaine médicale, 1905, No. 10, p. 115. 


Zinc Peroxide in Varicose Ulcers.—Messks. DE BEURMANN and 
TANON report that the use of zinc peroxide (ZnO,) in infected and slug- 
ish wounds is attended with excellent results; after experimentation 
ey have found the best means for exhibition of the drug to be a 20 per 
cent. ointment in white vaselin. The ulcer is cleansed with hydrogen 
roxide, covered with the ointment, and dressed with sterile gauze. 
uch a dressing is allowed to remain for from three to six days, depend- 
ing upon the degree of the infection. In all cases the authors have 
obtained a complete disappearance of suppuration and odor, and a 
rapid cicatrization Revue frangaise de cine et de chirurgie, 1905, 
No. 6, p. 137. 


Balsam of Peru and Silver Nitrate in Leg Ulcers —Dr. Petrreto 
has obtained excellent results in cases of sluggish leg ulcers by the use 
of the following ointment: silver nitrate, 1; balsam of Peru, 20; oint- 
ment, 300. Dressings of this will improve most cases, will lessen the 
suppuration, and cause a rapid growth of epithelium over the denuded 
areas.—Le progr’s médicale, 1905, No. 8, p. 124. 
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Hot Air in Treatment of Eustachian Oatarrh—Drs. M. Ler- 
‘“MOYEz and G. Manu state that the insufflation of hot air (160° to 195°) 
lessens the congestion and reduces the secretion of mucous membranes. 
The treatment is especially effective in rhinitis with nasal obstruction, 
in hypersecretion, and in acute coryza. The authors also recommend the 
treatment by means of hot air in otalgia secondary to nasopharyngeal 
affections and in stenosis of the Eustachian tube. Under the treatment 
the walls of the tube retract and the air pressure becomes normal. The 
necessary apparatus consists of a coil of tubing heated by a Bunsen 
burner through which air under pressure is passed. To this coil a 
hard-rubber Eustachian catheter, previously heated by passage through 
it of the hot air, is attached. Each treatment should last one to two 
minutes, during which short insufflations, lasting five to ten seconds, 
with intervals of two to three seconds, are given. Usually five to six 
treatments at intervals of oné or two days are sufficient to relieve the 
patient. Spraying with 1 per cent. cocaine solution before the pro- 
cedure lessens its unpleasantness.—La presse médicale, 1905, No. 2, 
p- 11. 


The Treatment of Bronchopneumonia in Infants—Dr. THEopoR 
ZANGGER has treated 10 cases without mortality by sitz-baths at from 
83° to 86°, gradually reduced to 75°. One or two baths daily were 
given; their duration was from three to six minutes, and during them 

iction was employed. The fever ——— in from one to four 
days, and with it the other symptoms ameliorated. The water should 
not reach higher than the chest. After the bath the patient is 
wiped with a warm towel, and in the intervals of the p ure com- 

resses wet with water at 60° are applied to the chest every one or two 

ours. Before and after the bath the patient is given milk, to which 
a little black tea is added in the later stages of the infection. Since 
bronchopneumonia is so prone to follow whooping-cough and measles, 
the author institutes the baths in these affections as a prophylactic 
measure, and with good results. The baths are said to increase blood 
pressure and expectoration and to have a laxative and diuretic action. 
—C -Blatt fiir Schweizer Aertze, 1905, No. 1, p. 7. 


Adrenalin in Local Anwsthesia—Dr. HitpeBranp considers that 
the combination of cocaine and adrenalin produces a complete local 
anesthesia. With the combination the duration of the anzsthesia is 
longer and the toxicity of the cocaine is diminished. For anesthesia of 
mucous membranes, a few drops of 1:1000 adrenalin chloride solution 
are added to 5 per cent. cocaine solution. With this mixture the mucous 
membrane to be anesthetized is tamponed, and in about five minutes 
a complete insensibility is obtained. To anesthetize the bladder 0.1 to 
0.2 per cent. saline-cocaine solution, to which 1.5 grains of suprarenin 
have been added, is used. The bladder is injected with this solution, 
which is allowed to remain for a quarter of an hour, and is then passed 
naturally. To anesthetize the skin by hypodermic injection, 10 dro 
of adrenalin solution are added to 74 drops of cocaine solution, and the 
mixture is injected in a circle about the inflamed area. The author does 
not advocate spinal anesthesia, even though the addition to the solution 
used of adrenalin deprives the procedure of certain disadvantages.— | 
Berliner klinische Wochenschrift, 1905, No. 1, p. 16. 
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Therapeutic Utilization of the Ohemical Reaction in the Intes- 
tinal Tract.— Dr. J. GoLpscumipr has administered to a patient suf- 
fering with tuberculous enteritis 15 grains of ichthoform three times a 
day. Two hours after each dose 1 drop of the tincture of iodine was 
given. The patient, whose temperature had previously been normal, 
after two days exhibited a temperature of 103.3°. The pyrexia disap- 
peared when the medication was stopped. The author considers that 
a chemical combination takes place in the digestive tract and that this 
is intensified by the nascent state of the elements taking part in it, and 
that further research may result in an advance in the treatment of 
syphilis, the action of the iodine being intensified by its administration 
in the nascent state instead of in the form ‘of an iodide ——Therapeu- 
tische Monatshefte, 1905, No. 1, p. 37. 


Adrenalin in Gastrointestinal Hemorrhages.—M. ScHLESINGER has 
treated 2 patients by this agent. The first, a hemophilic, suffered 
from grave intestinal hemorrhage, which was stopped by the hourly 
administration of 10 drops of a 1:1000 adrenalin chloride solution 
hourly. Under the influence of this agent the coagulability of the blood 
was increased, which was shown by the action of drops of blood drawn 
from the skin by a pin-prick. The second patient was suffering from 
Werlhoff’s disease, with subcutaneous and submucous hemorrhages, 
as well as marked. hematemeses. These last ceased under the adminis- 
tration of adrenalin given as in the preceding case. In other cases of 
gastric hemorrhage the author has loud this agent valuable, but he 
considers it in no way superior to other methods of treatment in the con- 
trol of hemoptysis.—Journal de médecine de Paris, 1905, No. 1, p. 1. 


The Salicylates in Inflammation of the Upper Respiratory Tract.— 
Dr. F. HALBHUBER recommends the administration, two or four times 
a day, of a capsule containing 12 grains of sodium salicylate and 4 grains 
of antipyrin in acute rhinitis and pharyngobronchitis, with fever and 
rae «5 In subacute cases with chronic pharyngitis and irritation 
of the throat he advises the use of 22 grains of sodium salicylate a day, 
together with three or four capsules, each containing Dover’s powder, 
14 grains; sodium bicarbonate, 14 grains, and powdered acacia, 6 
grains.—Wiener medizinische Presse, 1905, No. 1, p. 24. 


Urotropin and General Paralysis—Mr. N. F. MacHarpy reports 
2 instances of paresis, 1 associated with tabes dorsalis, which seem to 
have been cured by urotropin. The first case, a man aged forty-four’ 
years, had sellin from tabes for two years, and for one week from 
delusions of grandeur. He was observed from October 11, 1902, to 
October 1, 1904. His symptoms gradually increased in intensity until 
November, 1903, when he was put on urotropin, 5 grains ne day. This 
was continued, the symptoms meanwhile gradually ameliorating until 
April 20, 1904, when the dosage was increased to 15 grains. Progress 
toward recovery continued until, on August Ist, he appeared only 
nervous. Two months later he showed no signs of recurrence. The 
second case, aged thirty-eight years, when first observed, had slurrin 

speech, exaggerated knee-jerks and ankle clonus, twitching of facia 

muscles, and led a catheter life. Urotropin, 2} grains twice a day, 
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caused an improvement, but later had to be stopped on account of 
heematuria. e symptoms began to reappear. On renewal of admin- 
istration of urotropin improvement was rapid; less than two months 
from the first observation the patient was apparently well, and after a 
month more was discharged cured. About two months later was still 
well and continuing the urotropin. The author states, in conclusion, 
that the influence of the drug was very marked from day to day, and 
that signs of relapse disappeared upon increasing the dosage. These 
2 were the only cases treated, and it seems that the method is deserving 
of a trial— British Medical Journal, 1905, No. 2300, p. 185. 
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Spontaneous Rupture of the Uterus——OLsHAvusEN (Zentralblatt fiir 
Gyndkologie, 1905, No. 4) reports the case of a patient who, in her 
seventeenth labor, had spontaneous rupture of the uterus. The child 
was in vertex presentation, and the pelvis was ample in size. 

Upon section there was blood in the abdominal cavity; a long rent 


was found in the parese wall of the uterus extending to the vagina. 


His explanation of the uterine rupture was that the patient had a very 
well-marked prolapse of the anterior vaginal wall, which allowed the 
uterus to fall forward during labor, thus directing the presenting part 

inst the uterine wall on its posterior aspect instead of into the brim 
of the pelvis. 


Cesarean Section for Dystocia following Myomectomy.—HuppBarD 
(American Journal of Obstetrics, March, 1905) reports the case of a 
patient who had myomectomy performed for two fibroids upon the 
anterior face of the uterus. Alter this the womb was fastened for- 
ward by two strands of kangaroo tendon, and during convalescence a 
mural abscess developed, which extended ‘to the wounds on the anterior 
~aspect of the uterus. The patient subsequently became pregnant in 
1903 and was seen in labor, the membranes having ruptured two 
days previously. On examination the os was found to the left of the 
median line, the axis of the uterus lying almost transverse. Under 
ether it was impossible to cause the head to present or to apply forceps, 
and the child was extracted by version, an arm and leg being fractured. 
The child survived but a short time. A small fibroid was felt to the right 
of the fundus at this time. 

Pregnancy again occurred in 1904, and the patient was admitted to 
the Boston Lying-in Hospital for section. Her pelvis was apparently 
normal, and the foetus was again transverse, the breech being in the 
right iliac fossa and the head under the ribs on the left. ; 
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On section the placenta was beneath the uterine incision, and the 
child was delivered after incising the placenta. On the anterior surface 
of the uterus was a slight depression and scar, at the right cornu a small 
subserous fibroid. A month after operation a cicatrix was found on 
the left side of the vagina running to the cervix. There was a stellate 
tear in the cervix, but the neck of the womb lay in the middle line. The 
fundus was about one and a half inches to the right of the median line. 
Mother and child made a good recovery. 

Although the title of the paper draws attention to dystocia following - 
myomectomy, the real cause of the dystocia was the ventrosuspension. 

hile dystocia after myomectomy has not been reported, dystocia after 
ventrofixation has frequently been seen and has required abdominal 
section for its relief. 


The Growth of Lutein Cells during Pregnancy.—Seitz (Zentralblatt 
fiir Gyndkologie, 1905, No. 9) has examined 36 ovaries removed from 
patients in various stages of pregnancy, from the second to the tenth 
month, and also during the puerperal period. He found in all of these 
hyperplasia of the tissue surrounding lesieie cells in the follicles of the 
a These follicles, he believes, show plainly the growth of lutein cells. 
He finds that the phenomenon is the same whether the pregnancy is a 
normal one or whether a vesicular mole is developed. He ound these 
cells as early as the second and third months of pregnancy, and also in 
the middle and at the end of gestation. In a pregnancy of six weeks 
they were not present distinctly. In a tubal gestation of between six 
pre seven weeks they had not completely developed. Regarding the 
function of these cells it is difficult to assert positively. 


Rupture of the Uterus.—Va.enta (Zentralblatt fiir kologie, 1905, 
No. 9) reports 2 cases of rupture of the uterus, and has observed 14 
cases of this accident. 

His first case was a multipara who had a transverse position and 
shoulder presentation, and in whom the extraction of the child was 
attended with considerable difficulty, the physician attempting the 
— being unable to extract the head. On admission to the hospital 

e patient’s pulse was 120; there were no uterine contractions, and her 
temperature was normal. The head was easily extracted, but followed 
by severe bleeding. On examination the uterus was completely rup- 
tured and the placenta was in the abdominal cavity. The point of ru 
ture was hastily tamponed, and, as hemorrhage was not controlled by 
the tampon, abdominal section was performed. There was a rent 10 
cm. long in the uterus, and the womb was amputated with extraperi- 
toneal treatment of the stump. The patient rallied after the operation, 
and the stump was removed on the eleventh day. An exudate formed 
in the right parametrium, which disappeared after two weeks. The 
patient made a good recovery. 

In the second case an attempt at version with transverse presentation 
was followed by bleeding, the attempt being unsuccessful. On admis- 
sion to the hospital the uterus was evidently ruptured, and abdominal . 
section was at once requested. This was declined by the patient. On 
vaginal examination the right arm of the foetus and a mass of coagulated 
blood were found in the vagina. There was a rent in the posterior 
vaginal wall, The hand passed directly into the abdominal cavity and 
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came upon coils of intestine in the rior portion of the uterus. 
Decapitation was performed when the intestine prolapsed. It was 
impossible to find the placenta, and a tampon was inserted to stop the 
hemorrhage. The patient then consented to abdominal section. The 
uterus was found torn across from the vagina, the tissues behind the 
cervix being widely torn. The stump was treated outside the peri- 
toneum, mo the peritoneum stitched above it. The rent in the posterior 
vaginal wall was closed from above. A packing of gauze was carried 
‘ into the vagina against the point of rupture. e patient rallied from 
the operation, but her recovery was complicated by pelvic abscess, 
which ruptured and drained through the pelvis. She ultimately made 
a recovery. 

n examining the records of the clinic at Laibach, Valenta found 
that there had been 14 cases of complete rupture of the uterus during 
six years, in 1350 labors, or a percentage of 1.02. Three of these recov- 
ered without operation; 8 cases were operated upon by him; 3 recovered 
and 3 died without operation. 

It is of the utmost importance that operation be performed as soon after 
rupture as possible. e writer quotes Klein’s report of 149 cases of 
uncomplicated rupture of the uterus, with 56 per cent. recovery after 
operation. In 198 cases of uncomplicated rupture of the uterus treated, 
without operation, by a compression bandage, the use of a tampon, or 
drainage, the recovery rate was 48 per cent. When the bladder as well 
as the uterus was ruptured the mortality was 87 per cent. Treatment 
by drainage gave a mortality of 17 per cent. 

ScHMID, in Schauta’s clinic, reported and collected 179 cases of uterine 
rupture, with a mortality of 50 per cent. in cases operated upon for com- 
plete rupture. In those treated by drainage the mortality was 34.5 per 
cent. Walla quotes 40 per cent. recoveries after operation in the clinic 
at Budapest. ZWEIFEL, in 29 cases at the Leipzig clinic, had a mor- 
tality be! 62.5 per cent. Some of these cases were admitted exsan- 

inated. 
e"The total extirpation of the uterus has been recommended in these 
cases, but Valenta ane suprapubic amputation, with the extraperi- 
toneal treatment of the stump. 


Cesarean Section for Retrocervical Myoma.—MIcHEL (Zentralblatt 
fiir Gynikologie, 1905, No. 6) reports the case of a multipara, aged 
forty-one years, whose previous labors, with the exception of the last, 
had been normal. At the last labor a foetus presented abnormally, but 
the midwife succeeded in delivering the patient. During the labor under 
consideration the uterine contractions were feeble and infrequent. 
When the patient was seen her pulse and temperature were normal; the 
foetus was in vertex presentation, second position. The head was mov- 
able above the pelvis and the heart sounds were good. Upon internal 
examination the pelvic cavity was found largely occupied by a hard 
tumor the size of a fetal head. Anterior feet tn the symphysis the 
anterior lip of the cervix could be felt. e posterior lip could not be 
found. 0 — could be carried through the cervix, when the 
membranes were found unruptured and the head above freely movable. 
An unsuccessful effort was made to — the tumor up. Upon abdom- 
inal section the uterus was emptied by transverse incision, and a vigor- 
ous child easily extracted. The tumor was found to be a myoma attached 
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to the posterior portion of the cervix. In view of the age of the patient 
and her prolonged labor, total extirpation of the uterus was performed. 
The patient made an uninterrupted recovery. The child was well 
—e and survived an acute pemphigus, which appeared on the 
second day after birth. 


Appendicitis during Pregnancy.—Heraton (British Medical Journal, 
March 4, 1905) reports 4 cases of appendicitis complicating pregnancy, 
and has collected in addition 20 be na in the literature of the subject. 

Heaton’s first case was that of a young primipara three months’ preg- 
nant, with acute a pendicitis. There was a hard, tender, inflammatory 
mass in the right iliac fossa. Under rest in bed and medical trvatment 
this subsided; the patient went to term and had a normal confinement. 
She was advised to have the appendix removed after her recovery from 
confinement, but did not consent. The second case was that of a 
woman in her second pregnancy, two months advanced, who had a 
violent attack of appendicitis. There was an extremely tender mass in 
the right iliac fossa. On vaginal examination this could be detected on 
the right side and above the uterus. On abdominal section a localized 
abscess was opened outside and below the cecum, which was thor- 
oughly eotaad.. The patient made a good recovery, and the abscess 
cavity gradually closed. ieee was uninterrupted, but at the time 
of writtng had not yet reached full term. 

The third case was that of a patient five months advanced in her 
second pregnancy, with severe appendicitis ushered in by a chill. Under 
rest in bed and opium the symptoms subsided. Five days afterward she 
had sudden pain in the lower half of the abdomen, with collapse. The 
cervix was dilated, and a five months’ foetus was readily delivered. 
General peritonitis followed, and on opening the abdomen the peri- 
toneal cavity was found full of bloody fluid, the intestinal coils dis- 
tended and glued to each other. The right ovary and tube were tly 
swollen and injected and were removed. Behind the cecum and colon 
there was a large abscess and in it a loose fecal concretion. In spite of 
free drainage, the patient died. The appendix upon autopsy was gan- 
grenous and perforated at its extremity. 

His fourth case was that of a multipara who, when seven months’ 
pennant had a rigor and vomiting, with pain in the right iliac region. 
At the end of the week labor was induced and a dead foetus delivered. 
After this the patient was severely ill for three months, while an abscess 
burst into the bowel and a large quantity of pus was discharged into the 
rectum. On admission to t e hospital denial section was per- 
formed and the abscess was opened into the pelvis. It lay behind and 
to the right side of the uterus. The patient made an excellent recovery, 
and two years later a second abscess formed and was opened through 
the old scar. From this she again recovered. Later she came to the 
hospital for the third time with an abscess in the right iliac fossa. Upon 
opening this a fecal concretion was found in the pus. The patient 
finally made a complete recovery. 

_Of the 24 cases collected, 6 were non-suppurative. These recovered 
without operation, ome the pregnancy was interrupted in several. 
In 18 suppuration occurred, and of these 9 recovered and 9 died, a mor- 
tality of 50 per cent. In only 4 of these was the pregnancy uninter- 
rupted, giving a percentage of 78 in which abortion occu after the 
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formation of pus. The necessity for immediate operation in these cases 
is self-evident. 

Heaton also calls attention to appendicitis simulating ovarian dis- 
ease. He reports 3 cases, in 1 of which the appendix was adherent to 
the ovary on the right side. In the second cystic ovarian disease was 
present with ap ndicitia, and in the third the appendix was adherent 
to the ovary and was entirely intrapelvic. These patients made a com- 
plete recovery after operation. Heaton believes that the surgeon should 
make it a rule in removing the appendix in women, where no suppuration 
is present, to examine the right uterine appendages before the abdomen 
is closed, and to loosen or remove eo mehe ovarian or tubal tissue. 


Placenta Previa, with Rupture of the Uterus at Seven Months. 
—Lea (Journal of Obstetrics and Gynecology of the British Empire, 
December, 1904) reports an interesting case of a multipara, seven 
months advanced in pregnancy, who went into a hospital after a sudden, 
painless, and profuse hemorrhage. On examination the cervix was high 
up, the os readily admitting one finger. The placenta lay in the lower 
uterine segment, partially detached. There was slight continuous 
hemorrhage, but no uterine contraction. A dilating bag was intro- 
duced without difficulty, and was removed four hours later, when the 
cervix admitted three fingers. The placenta was loose in the lower 
uterine segment, and the membranes unruptured. A macerated seven 
months foetus was extracted without difficulty by version. The placenta 
was expelled and the uterus contracted firmly. The pulse, however, 
remained high and slight hemorrhage continued, and on examination a 
deep tear was found on the left side of the cervix. Hemorrhage from 
this tear ceased when sutures were applied. The uterus was firmly 
contracted; there was no external hemorrhage. About half an hour 
afterward the patient suddenly died. 

On autopsy there was copious intra-abdominal bleeding through the 
linear rent in the posterior layer of the left broad ligament. A longi- 
tudinal tear had occurred on the left side of the lower uterine segment, 
between the layers of the broad ligament. This had formed a large 
heematoma, which had ruptured into the peritoneal gavity. The uterine 
muscle was pale, soft, and war ® The rupture had occurred at the 
placental site. On looking into t tient’s history there was evidence 
that she had been syphilitic. This Fad resulted in degeneration of the 
uterine muscle; while the implantation of the placenta into the lower 
uterine segment, the pressure of the back, and version and extraction 
had contributed this result. 


Cesarean Section at Term for Fibroid Tumor in a Double 
Uterus and Vagina.—Ly.e (Journal of Obstetrics and Gynecology of 
the British Empire, December, 1904) reports the case of a patient who . 
had had three abortions. Her fourth pregnancy went to full term. 
Delivery being delayed, examination revealed 2 fibroid in Douglas’ 
cul-de-sac. e head was above the pelvic brim and could not enter. 
The child was delivered by section and the uterine wound closed with 
catgut stitches and the uterus lifted up, when the mass in Douglas’ 
cul-de-sae was found to be a second myomatous uterus attached to the 
top of the vagina on its right side. There was an ovary and tube on its 
outer side, but none upon the inner. The peritoneum passed from the 


OBSTETRICS 361 


posterior surface of the bladder between the two uteri and the anterior 
surface of the rectum. examination of the 
matous uterus was performed. On further examination the other 
uterus was found to have another tube and ovary placed upon its outer 
side. The patient made a good recovery. 

On examination the vagina was found to be divided into two portions 
by a septum, and at the end of each canal was a distinct and separate 
cervix. 


Three Cases of Cancer of the Cervix Complicating Labor and 
Advanced Pregnancy, the Patients Remaining Well Eleven, Eight 
and One-half, and Eight Years after High Amputation of the Cervix. 
—SPENCER (Journal of Obstetrics and Gynecology of the British Empire, 
December, 1904) reports the following cases: 

Case I. Multipara, aged thirty-three years, was delivered by forceps, 
of a living child, at full term through a cancerous cervix a year before i 
came He Spencer’s observation. The os dilated slowly, the posterior 
lip of the cervix dilating well, but the anterior lip, which was cancerous, 
did not yield. The membranes were ruptured artificially and labor 
progressed slowly. When the head was low in the pelvis a living child 
was delivered by forceps by very gentle traction. The placenta was 
expressed and the patient made a good recovery. 

About a year after this the patient was admitted to the hospital in a 
pregnant condition, stating that she had had a discharge of blood and 
. pus the last eight months. On examination the fundus reached three 
and one-half inches above the pubes. The anterior lip of the cervix was 
greatly enlarged by an ulcerating oo growth. The posterior lip 
was free. The cervix was removed by high amputation, the vagina was 
incised in front of the cervix, the bladder pushed up and a similar 
incision made behind, and the base of the broad ligament was tied with 
thick catgut ligatures, and the part between the cervix and the ligatures 
divided with scissors. The tissue was freed higher. up and the uterine 
cavity was opened anteriorly. The cervix was cut off and all bleedin 
stopped with a Paquelin cautery. The peritoneum was not opened. 
The vagina was packed with pa’ Pt gauze and afterward boric acid 
douches and iodoform bougies were employed. She made a good 
recovery and left the hospital with her child in good condition. Subse- 
quent pregnancy occurred, when the patient was delivered by Porro’s 
operation, the ovaries and tubes being removed and the stump treated 
extraperitoneally. Eleven and a quarter years after the high amputa- 
tion of the cervix the patient_was in = ealth. The abdominal and 
vaginal scars were sound and free from hernia. 

ase II. was that of a multipara, who, on admission to the hospital, 
complained of discharge and bleeding, with pain. The patient had had 
eight children, but no miscarriages. On admission the patient was in 
fairly good condition, the uterus at six and a half months, and the child 
was living. The cervix was high up and much enlarged, with a malig- 
nant growth on the posterior lip. The atient was advised to have labor 
induced and the cervix removed, and finally consented.. She was then 
delivered by induced labor and artificial dilatation. The child sur- 
vived about half an hour. The patient recovered from labor without 
serious complications, and between two and three weeks afterward the 
cervix was removed by high amputation, the mother making a good 
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more. More than eight and a half years after the removal of the 
cervix the patient was examined and found to be in good health. The 
scar was healthy, and there was no sign of recurrence. 

Case III. was a multipara, who came to the hospital four and a half 
months after delivery, stating that she had had bleeding from the vagina 
daily since her confinement. On the left side of the posterior portion 
of the cervix there was a malignant growth. This was removed by high 
amputation, the patient making a good recovery. More than eight 
years after the operation the patient was well, the vaginal scars being 
normal and giving no evidence of malignant growth. 

ncer compares these results with those of the clinics at Leipzig and 
Berlin, giving the percentage of cures of 8.3 in operable cases, and in those 
too far advanced for radical cure treated by Cesarean section, with a 
mortality of 80 per cent. 

In his own experience he has had in hospital practice 6 cases of 
advanced ss complicated with cancer of the cervix. Five of 
these were delivered through the vagina and operated upon during the 
puerperal period, and 1 of them was operated upon five months after 
parturition. All of these mothers recovered immediately from the 
operation. Two died seven months later, 1 twelve months later, and 

e other 3 remained well. One child died within half an hour, being 
premature; 1 died ten days afterward, while the remainder lived a 
number of months, sufficiently long to justify the method of treatment. 
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Radical Abdominal Operation for Cancer of the Uterus.—lIn a dis- 
cussion of this subject before the Berlin Obstetrical and Gynecological 
Society, Bumm (Zentralblatt fiir Gynakologie, 1905, No. 18) stated that 
he'had had 75 cases, with 17 deaths, following operation; 56 patients 
had been under observation for over a year, of whom 23 were known to 
be well; 20 were free from recurrence at the end of two years. The 
speaker believed that a primary mortality of from 6 to 10 per cent. must 
imply an imperfect technique, since with the radical measures advocated 
is Mocevaeth a mortality of 20 per cent. was to be expected. With the 
extensive dissection necessary to remove all the diseased periuterine 
tissues it was im ible, he thought, to avoid a certain amount of 
septic infection, while there was always danger of injury to the ureters 
and bladder, not to speak of the risk of shock from such a prolonged 
operation. For these reasons he still gave the preference to the vaginal 
route in simple cases, in which the disease was confined to the uterus, 
and the organ was perfectly movable. 
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Brése’s mortality was stated to be 27 per cent. He favored abdominal 
section in all doubtful cases and when there was evidence of periuterine 
infiltration. . 

Mackenrodt, in closing the discussion, affirmed that the percentage 
of cures after abdominal extirpation of the cancerous uterus was over 
30 per cent. It was necessary to select cases more carefully in order 
to obtain the best results. Preliminary curettement and applications 
of formalin gauze (twelve hours before operation) were the Best safe- 
guards against sepsis. 

Early operation and the transverse abdominal incision were impor- 
tant factors in the success of the operation. The speaker preferred to 
resect diseased portions of the bladder rather than to dissect away the 
organ at the hs of having subsequent fistule. He no longer feared 
shock with his improved technique. According to his view, Olshausen’s 
dictum with regard to the incurability of advanced cancer of the uterus 
applied to vaginal, but not to abdominal hysterectomy. 


Ovarian Cysts of Unusual Size.—ZacHarias (Miinchener med. Woch- 
enschrift, 1904, No. 31) reports the case of a woman, aged sixty- 
two years, from whom he removed 132 ounces of fluid by tapping an 
ovarian cyst. On account of the extensive adhesions and the patient’s 
condition it was not deemed advisable to attempt its removal. The 
sac was drained, and she succumbed to exhaustion five weeks later. 

The writer collected 14 similar cases of enormous cystomata of the 
ovary, in 7 of which ovariotomy was performed successfully; 5 with an 
— fatal result, while 2 patients succumbed after drainage of 
the sac. 


Appendicitis in Women.—Rostowzew (St. Petersburger Zentral 
Zeitung, Nos 32 and 33) finds, with other observers, that it is often 
impossible to differentiate acute appendicitis from right adnexal dis- 
ease, though the former has usually a more stormy onset. Pelvic abscess, 
torsion of cysts, extrauterine pregnancy, and mbosis of the pam- 
= plexus must all be eliminated. The writer even saw a case of 

ysmenorrhoea with apparent localized peritonitis, in which he was 
prevented from operating only by the rapid subsidence of the threat- 
ening symptoms. He advocates the removal of the appendix when- 
ever the abdomen is opened for pelvic disease. He attributes the 
association of and adnexal inflammation rather to lym- 
phatic infection through the medium of the ligamentum appendiculo- 
ovaricum than to direct contact. 


Relation of Adenoid Tissue to Malignant Growths.— Meyer (Samm- 
lung klin. Vortrage, No. 359) calls attention to the fact that this 
tissue is not only widely distributed throughout the body, but has an 
especial tendency to cell proliferation under the influence of peculiar 
disturbances common to the higher vertebrates. This is most marked 
in the case of the uterus. Cancer and sarcoma, according to his theory, 
are not due tospecific organisms, but are of mycotic origin. The former 
are peripheral apolymphomata, the latter apolymphomata of the 
lymphatics. In the intestine and skin cancer is a similar apolymphoma- 
tous manifestation. 
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Result of Conservative Operations on the Adnexa.—Barone (Arch. 
di ost. e gin.; Zentralblatt fiir Gynikologie, 1905, No. 9) contends 
strongly in favor of the conservative treatment of all except malignant, 
tubercular, or purulent tubes and ovaries, since the mortality is so low 
and the curability was 87 ne cent. in his hands. Menstruation per- 
sisted in 97 per cent., and pregnancy occurred in 12 per cent. e 
writer is also a firm believer in the efficacy of organotherapy in cases of 
amenorrheea from chlorosis. 

[The candid observer, while admitting the propriety of adopting con- 
servative methods in the surgery of the adnexa, can hardly be as hopeful 
as the writer. Certainly, the combined experience of abdominal sur- 
geons is opposed to the brilliant results reported by him.—H. C. C 
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School Examination from an Ocular and Hygienic Standpoint.— 
GreeEF (Cent. f. prak. Augenh., February, 1905) reports the results 
of such examinations made in the higher schools oi Berlin upon the 
initiative of the Minister of Public Instruction. Of 1437 pupils, follicles 
were found in the conjunctiva in 299, or 21 per cent. In one school the 
percentage was even as high as 31. According to the views of those 
who believe in the identity of follicular conjunctivitis and trachoma, 
these schools must be the seat of a flourishing epidemic of trachoma. 
Greef, however, is of the opinion that these follicles are not only to be 
sharply distinguished from trachoma and are capable pegs | of bein 
so distinguished, but that they do not even constitute a well-marke 
disease form. Such cases are found in schools everywhere and ait all 
times and generally give rise to no complaints. ; 

As bona 9 the prevalence of myopia, all of the three higher schools 
examined showed about the same conditions, beginning with 15 per 
cent. in the lowest classes and reaching something less than 40 = 
cent. in the highest. Two of the schools presented the singular fact 
of a decrease in the number of myopes in going from the lowest to the 
next class. This inexplicable circumstance has been observed several 
times before. 


Binocular Hemorrhages into the Vitreous.—FrsEer, Bupapest (Cen- 
tralbl. 7. Augenh., January, 1905), reports the case of a man, aged 
thirty-three years, who suffered rapid loss of sight from hemorr 
into the vitreous of both eyes, leaving only light projection. The su 
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ject was probably affected with lues, having been cured of an affection 
of the mouth eight years before by mercurial inunctions, although no 
present evidence of the disease could be found, unless a large number 
of lymphatic glands in the neck could be regarded as such. ‘There was 
no evidence of disease elsewhere. The vitreous of both eyes was so full 
of opacities that no red reflex could be obtained. Hemorrhages re- 
occurred, which could be seen by focal illumination and even ordinary 
daylight. The treatment consisted of subconjunctival injections of a 
2 per cent. solution of sodium chloride (painless under acoin), iodide of 
potash, and mercurial inunctions, and subsequently pilocarpine sub- 
cutaneously. No improvement resulted. 

The author thinks there is no doubt that the etiological factor is to be 
sought in the diseased glands. But whether the hypertrophy was due 
to lues or scrofula could not be determined with certainty. 

Hemorrhages into the vitreous are quite common, and are usually 
caused by traumatism. Of constitutional diseases, tuberculosis, per- 
nicious anzmia, lues, and malaria are those which cause such changes in 
the vessels as to render their walls brittle. Disturbances of the general 
circulation also predispose to recurring hemorrhages of the vitreous. 
In such cases, Friedenwald and Fehr have demonstrated disease of the 
retinal veins; the former has observed perivasculitis with the ophthal- 
moscope; the latter has noted with the microscope thickening of the 
vessels, nee narrowing of the same through hyaline degeneration, 
and in places even entire obliteration." Some authors consider hered- 
itary syphilis to be the cause of these wes et 

Recurring hemorrhage of the retina and vitreous usually occurs, in 
youthful subjects between fifteen and twenty years of age. They are 
rare in older persons. The general organism frequently presents no 
pathological alterations elsewhere, the subjects being in apparently 
good health. The hemorrhage occurs first in the retina, later in the 
vitreous, is gradually absorbed, to be followed by a sudden recurrence. 
The prognosis is usually bad, leading to detachment and atrophy of the 


retina and vitreous. 


Lymphoma Conjunctivitis (Parinaud’s Infectious Conjunctivitis).— 
GOLDZIEHER, Budapest (Centralbl. f. Aug., January, 1905), described 
a case of this disease in 1882 as lymphadenitis conjunctive; this was 
probably the first case of this affection reported; Parinaud’s first 3 cases 
were not made public until 1889. 

The characteristic mark of this disease is the development of large 
lymphomata in the cervical region, coincident with an extensive pro- 
hferation of granular and follicular structures in the conjunctiva of. the 
same side, accompanied by a greater or less degree of inflammation, with 
chemosis and decided cedematous swelling of the lids. The affection, 
which appears to be very rare, may be easily mistaken for the granular 
form of trachoma, or perhaps tuberculosis of the conjunctiva. It is, 
however, an affection sui generis. 

The disease is rapidly curable by surgical intervention (extirpation of 
the larger nodules with scissors, the smaller with galvanocautery). The 
expectant method (iodoform, astringents) is also frequently successful. 
Caustics are not tobe employed. The internal administration of arsenic 
is followed by the rapid disappearance of the enlarged cervical glands; 
the latter rarely terminate in abscess. 


. 
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Etiology. Parinaud assumed that the affection is caused by an 
animal contagium. ‘This view does not seem to be established by sub- 
uent observations; although a relatively large number of the indi- 
viduals affected had to do with animals (butcher, drover). The affec- 
tion, while manifestly infectious, is not at all contagious. As a rule, it 
is limited to one eye. 

Bacteriological examinations have thus far failed to isolate the germ; 
but it is of importance to note that tubercle bacilli are not present. 
Microscopic examination seems to show that the process consists essen- 
tially of a chronic inflammation of the conjunctiva. It is found to be 
markedly different from trachoma. 

Further and more extended examinations are required for a com- 
plete understanding of the disease in question. 


Researches upon the Arterial Tension in Glaucoma.—FRAENKEL 

‘ (Arch. doph., January, 1905) publishes an exhaustive series of 

observations upon the subject, and comes to the conclusion that there 

is increase of arterial tension in subjects affected with glaucoma; other 

unknown pathogenic factors are also concerned. Attempt should be 
made to ver and render the latter precise. 


Massage with Gray Oil as a Substitute for Subconjunctival Injec- 
tions.—VacHER (La clin. oph., 1904, No. 4) recommends massa 
with the above medicament, which is both unirritating and sterile. ie 
has a double action: a mechanical one in regulating the intraocular 
circulation, and a medical, from the absorption of the mercury. Gray 
oil has the following composition: mercury, 27 per cent.; mercurial 
ointment, 6 per cent.; lanolin, 45 per cent.; olive oil, 22 per cent. 
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Labyrinth Necrosis.—GrrBEer (Archiv fiir Ohrenheilkunde, No- 
vember, 1903) expresses the opinion in this Paper, which is a general 
review of the literature of the subject, that the decrease in the number 
of reported cases of labyrinth necrosis during recent years is due to the 
improved methods of treatment of pi middle-ear disease, 
there remaining, of course, as sources of this complication such cases 
of panotitis as are incident to the inflammatory conditions accompany- 
ing measles, diphtheria, and scarlet fever. 

he cases included in this compilation are, therefore, those in which 
the necrotic condition was the outcome of long-continued suppuration 
in the middle ear without recourse to remedial measures. 
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Nearly all of the cases of labyrinth necrosis recorded in the earlier 
ears of otological observation were reported in the English literature 
y Wilde, ‘Toynbee, and Shaw. 

In 1875 Schwartze reported a series of 18 cases. In 1886 papers on 
this subject were published by Bezold; in 1894 by Bre, and in 1898 a 
compilation of 78 cases was made by von Oesch, while in the present 
communication Gerber not only reviews selected cases previously 
reported, but adds 1 of his own observation, making a total of 90 cases 
upon which he bases certain conclusions, the whole number of reported 
cases of labyrinth necrosis appearing to be ae small when 
the frequency of suppurative middle-ear disease is considered, Bezold, 
for instance, placing the occurrence of this complication as low as from 
0.03 to 0.02 per cent. 

There are, unfortunately, no sufficient statistics as to the etiological 
factors in labyrinth necrosis, but it is understandable that the acute 
exanthemata should play an important part in their causation, and in 
27 collated cases the proportion was: scarlet fever, 15; measles, 3; 
tuberculosis, 3; pertussis, 1; while of the remaining 5 cases 3 were re- 
ferred to trauma and 2 to coryza. 

In the majority of cases the labyrinth infection is gees | to a 
chronic suppurative disease of the middle ear, but both Herzfeld and 
Gerber have, independently, reported cases of simultaneous infection 
of the labyrinth and middle ear other than true panotitis. As to the 
length of time between the primary and secondary infection the reports 
vary, mainly between three and twelve months, the longest interval 
reported being nineteen years. 

Of all the reported cases included in this review the greatest number 
—37—occurred before ten years of age; 15 in the second decade; 16 in 
the third; 7 in the fourth; 8 in the fifth; 5 in the sixth, and 2 in the 


seventh, the acute exanthemata playing an important causative part 
in the first decade, Bezold beingof the opinion, moreover, that the 
condition of the bone in childhood predisposes to sequestrum forma- 
tion. 

From the cases reported i Boeters and Bezold, especially, it would 


appear that males are more frequently affected than females, and that 

e left ear is more frequently the seat of labyrinth necrosis than the 
in gs In a series of 71 cases the right ear was affected in 30 cases, the 
left ear in 37 cases, and in 4 cases the complication was bilateral. 

Investigation as to the seat and extent of the necrotic invasion would 
tend to show the preponderating vulnerability of the cochlea. An 
analysis of 86 cases gave in 7, necrosis of the petrous portion of the 
temporal bone entire; in 17, necrosis of the entire labyrinth; in 26, 

artial necrosis of the cochlea; in 19, complete necrosis of the cochlea; 
in 10, necrosis of the cochlea and partially of the remainder of the 
labyrinth; in 5, labyrinth necrosis, the cochlea remaining intact, and 
= 2 oa the semicircular canals and the cochlea were distinctively 
affected. 

In a series of 89 cases the cochlea was implicated in 79, while a gen- 
eral review showed that the cochlea exhibited the only points of necrosis 
in 53 per cent., and that the path of infection apparently lay through 
the foramen rotundum. 

As regards the hearing power in the series of 90 cases, there was no 
record made in 25; loss of hearing was noted in 43 cases; partial loss 
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of hearing only in 22 cases, hea’ by bone conduction remaining in 
some of them te it was absent y aerial conduction. 

While it is generally inferred that destruction of the cochlea implies 
total loss of hearing, some of the unilateral cases were supposed to have 
a remnant of hearing power remaining, but in the 3 cases of bilateral 
labyrinth necrosis there was absolute loss of hearing to all sounds. 

n a series of 65 cases in which facial paralysis accompanied the 
necrosis of the labyrinth, this symptom was complete in 50, perma- 
nent in 21, and transient in 13. ese figures would make the ratio 
of facial paralysis about 77 per cent., but Bezold makes the propor- 
tion, from his observations, 83 per cent., and states further that when 
the necrosis of the labyrinth is considerable the paralysis is usually 
rmanent; when the cochlea only is affected that this symptom is 
ble to be merely transient, and he also considers paralysis, following 
attacks of vertigo, a symptom of the beginning of sequestrum separation. 

Disturbances of equilibrium are apt to occur with the onset of tin- 
nitus, vomiting being an occasional accompaniment, but subjective 
noises are rare, because the cochlea is so frequently the part of the 
labyrinth first affected. Febrile symptoms and chills are rare, except 
in the event of systemic implication, and pain is comparatively infre- 
quent, except during the discharge of a sequestrum, when it may be 
very severe. 

p Pei examination usually demonstrated the existence of a 
chronic middle-ear suppuration with polypi, and often an extension 
of the destructive process outward, along the external auditory canal 
wall and upward into the antrum, mastoiditis occurring as a compli- 
cation in 38.7 r cent. of all the cases. 

Bezold considers deep-seated polypi as characteristic of the necrotic 
process, and cholesteatomatous formations as a fairly frequent accom- 
paniment, though this is not the opinion of the author, and he is, further- 
more, the authority for the statement that 20 per cent. of cases of laby- 
rinth necrosis prove fatal. In 13 fatal cases the causes of death were: 
in 5, meningitis; in 2, meningitis and pysmia; in 1, pyemia; in 3, 
abscess of the cerebellum, and in 2, tuberculosis. 


Aneurysm of the Carotid in the Middle Ear—Dr. ScHutte (Monats- 
schrift fiir Ohrenheilkunde, March, 1904) reports an interesting case 
of aneurysm of the carotid artery occurring in the middle ear. 

The patient complained of a discharge from the ear which had per- 
sisted at intervals for the past six years. The examination showed a 
thickened membrane and retraction of the malleus. In the anterior 
quadrant was seen a perforation about the size of a pea, with a mass 
protruding resembling a polyp. Removal by a snare was tried, and 
was unsuccessful. Chromic acid was then used, and a dimpling under 
slight pressure was noticed. Incision was then done with a gush of 
arterial blood as a result. The hemorrhage was controlled by a tam- 
ome for three days, when bleeding from both nose and ear began. 

e common carotid was ligated and the hemorrhage ceased for several 
days, only to recommence. Injections of a 10 per cent. solution of 
gelatin, forty grams at an injection, were given, and after this was 
repeated nineteen times the bleeding was fully controlled. The dis- 
charge ceased soon after the control of the hemorrhage. 
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An Epidemic of Typhoid Fever from Personal Contact.—Dnr. 
NoEtTeEL (Zeitschrift fiir Hygiene wnd Infectionskrankheiten, June 24, 
1904, Bd. xlvii.) describes an epidemic of typhoid fever which occurred 
in seven small communities within the district of Beuthen, near Russian 
Poland, and could be traced to none of the usual common causes. In 
a population of 65,000 there were 927 cases, with 84 deaths. Careful 
investigation exonerated the water supply, milk, and other foods, 
aaihote of sewage disposal, etc., from nil blame. The population, 
chiefly Polish, had increased with unusual rapidity, owing to industrial 
development, and lived in an overcrowded condition; it consisted 
largely of coal-miners, who were industrious and well paid, but whose 
ideas about sanitation were of the most primitive sort. Noetel decided 
that the epidemic had been spread by direct contact from person to 

rson, through carelessness and ignorance, fecal matter being not held 
in that aversion which obtains with people but slightly higher in the 
social scale. The epidemic was stopped by vigorous action on the part 
of the public authorities in the direction of dauieien of discharges, 
detection and isolation of ambulant cases, and general sanitation. 
Noetel emphasizes the importance of direct contact in the spread of 
typhoid fever, and also the fact that in such an epidemic it is necessary 
to determine as early as possible whether the cases are due to contact 
or to a common cause like polluted water. If the former, all the sick, 
even those only mildly so, should be hunted up and isolated for a long 
time in hospitals, re ji in the mean time, energetic and systematic dis- 
infection should be in force. 

Bacterial Content of the Water of Public Swimming Baths.—From 
experiments carried out by Messrs. E. E. Giynn and J. C. MATTHEWS 
rr assess of State Medicine, July, 1904, p. 400), it is seen that first-class 
baths contain fewer bacteria than second-class baths, and that salt- 
water baths contain fewer than fresh-water baths. True multiplication 
in salt water practically does not occur. The number of bacteria intro- 
duced into the water by the average first-class bather was found to be 
4,000,000,000, and by the average second-class bather 6,000,000,000. 
For comparison, the number of bacteria given off in an ordinary slipper- 
bath was determined, and it was found to range from 2,000,000,000 to 
25,000,000,000. The number of colon bacilli carried into the bath by 
the average first-class bather was about 2,500,000; the number intro- 
duced by the average second-class bather was exactly double. No 
attempt was made to classify the bacteria found, but on five plates con- 
taining 101 colonies, 23 of the latter proved to be staphylococci (staphy- 
lococci cereus albus 11, staphylococci pyogenes aureus 8, and staphylo- 
cocci epidermidis albus 4). 
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Why Old Milk is Unwholesome, though Sweet.—According to Pro- 
ressor H. W. Conn (Bulletin 26, Storrs Experiment Station), old milk 
is never wholesome, even though it has been kept at a temperature of 
50° F. and still remains sweet and uncurdled, since, while the bacteria 
which produce curdling do not develop abundantly at that temperature, 
many other species that produce undesirable changes grow day ree 
and the milk may thus me far more unwholesome than sour milk. 
It is to the growth of these undesirable species that some of the cases of 
ice-cream poisoning are probably due, the cream being kept at a low 
temperature for several et until needed to supply a demand, and, 
meanwhile, becoming highly charged with the bacteria which elaborate 
poisonous substances. 
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Pernicious Anemia: An Histological Study of Seventeen Cases.— 
GULLAND and GoopaLt (Journal of and Bacteriology, 1905, 
vol. x. p. 124) conclude from their study that the essential feature of the 
disease, and the criterion in its diagnosis, lies in the fact that the condi- 
tion is a megaloblastic anzmia. e widespread evidences of blood 
destruction occurring in liver, spleen, — glands, and marrow, 
indicate abnormal vulnerability in the blood cells rather than a pathol- 
ogically excessive hemolytic action on the part of so many diverse 
tissues. The accumulation of iron in the liver is due partly to the dis- 
a of weakened or weakly blood corpuscles by endothelial cells 
and leukocytes, and partly (and to a much greater extent) to storage of 
iron, which is the product of red-blood corpuscles that have been dis- 
integrated by phagocytes elsewhere. The accumulation of iron in the 
liver is not peculiar to pernicious anemia, and is the normal result of 
the abnormal amount of blood destruction. There is no direct evidence 
of special disease of the intestine, and the intestine need not be the pri- 
mary seat of toxin production, ee in certain cases, and notably in 
bothriocephalatus anemia, it probably is so. In some part of the body 
a toxin is produced which acts directly on the bone-marrow, interfering 
and acting with a negative chemiotaxis upon leukocytes, especially o 
the neutrophilic ap. The large mr mae compusces produced by 
such a marrow, perhaps as much from their size as from inherent weak- 
ness, fall a ready prey to endothelial cells and leukocytes in the ‘‘heemo- 
lytic” organs, notably hemolymph glands, spleen, and marrow. It is 
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quite possible that certain individuals from congenital defect in the 
marrow may be specially prone to the disease, as there is little doubt that 
the megaloblastic degeneration represents a reversion to the fetal type. 


The Value of Agglutination for the Diagnosis between Saprophytic 
and Pathogenic Streptococci—FiscuEer (Centralblatt Bakteriologie u. 
Parasit., 1904, Band xxxvii. pp. 449, 597) concludes from the study of 
a large number of streptococci, both pathogenic and saprophytic, that 
from their agglutinative properties with anti-sera these two classes of 
organisms cannot be differentiated. A monivalent streptococcus serum 
produced by a streptococcus which has not been altered by passage 
through animals always agglutinates the homologous strain; but such 
a serum is not capable of agglutinating all streptococci. Heterologous, 
nearly allied strains, may S agglutinated by this serum in high and 
even higher dilutions than the homologous culture. As the relation 
between the strains becomes more distant, however, the immune serum 
shows gradual difference in agglutination. The varying action of a 
single streptococcus serum toward heterologous cultures offers further 
proof that there exists a multiplicity of varieties of the streptococcus. 


The Destruction of Fraenkel’s Pneumococcus in the Blood of Immunized 
and Hypervaccinated Animals.—Tizzon1 and Panicui (Centralblatt f. 
Bakteriologie u. Parasitkunde, 1905, Band xxxvi. p. 25) record some 
interesting experiments dealing with latent pneumococcic infections in 
immunized animals. They show that after intravenous injections of 

neumococcus virus in immunized animals pneumococci may remain 
in the circulating blood for days, weeks, and even months (in one case 
205 days), and during this time may be cultivated from the blood of the 
ear veins. It makes no difference whether the animals are actively 
immunized or undergo passive immunity by injections of antipneu- 
mococcic immune serum at the time when the virus is teveuinied the 
result is the same. Neither does the grade of immunity (complete or 
incomplete) seem to affect the result. The disturbances which are 
observed with incomplete immunity (fever, nervous symptoms, and 
wasting) are not associated with the sudden liberation of toxins by a 
rapid destruction of bacteria, but are the result rather of an incomplete 
neutralization of primarily and secondarily produced toxins. In par- 
tially protected animals a slight injury to some part of the body fre- 
ag determines the seat of a localized infection by pneumococci. 

e total and complete destruction of the bacteria in the blood depends 
more upon the quantity of virus injected than upon the grade of immun- 
ity produced. In the blood of such animals as the sheep and ass, 
animals not very susceptible to the pneumococcus, the destruction of 
bacteria is much more rapid than in the blood of rabbits, very susce 
tible animals. Finally, the pneumococci which are recovered from the 
blood of these animals present certain modifications in their morphology, 
cultural characteristics, and pathogenic properties, for their virulence 
is greatly attenuated. By a few transplants upon culture media, the 
characteristic growths and morphology return, while the passage of a 
culture through one or two animals renders it pathogenic. 

The authors believe that these experiments ma w some light 
upon the origin of ree | of the complications of such acute infections as 
pneumonia and typhoid fever, ‘and may go to explain recurrent infections 
such as are observed in rheumatic fever, etc. 
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The protection conferred by injections of pneumococci is looked upon 
as a true antitoxic immunity, and the explanation for the persistence, 
without apparent ill effect, of pneumococci in the blood of immunized 
animals is to be sought in the fact that the toxins produced by the cir- 
culating bacteria are neutralized, and at the same time the virulence of 
the bacteria is lessened and finally lost. i 


Third Report of the Caroline Brewer Croft Cancer Commission of 
the Harvard Medical School.—(Journal of Medical Research, 1905, 
vol. xiii., No. 2.) The first paper is by F. B. Mautory, entitled, “A 
Contribution to the Classification of Tumors” (p. 113). It is the 
beginning of an attempt at the classification of tumors based on a more 
careful study of histological differentiation of cells and intercellular sub- 
stances. is paper deals especially with the differentiation of tumors 
arising from the neuroglia, from smooth muscle, and from connective 
tissue; and the classification depends largely upon the characteristic 
fibrils produced by these tissues, both normally and in tumor cells. 
These fibrils are called neuroglia, myoglia, and fibroglia, according to 
the tissue from which they arise. 

Special staining methods are used to bring out the structure of the 
individual fibrils and their histological differences are explained and 
pictured. All the fibrils touch or form part of the periphery of the cell 

rotoplasm, but continue away from the cell in two directions, neither 
pinning nor ending in the cell which produced them. 

e myoglia fibrils seem to run along other muscle cells or to join 
the fibrils formed by them, while the fibroglia and neuroglia fibrils 
seem to be free from the protoplasm of other cells. ° 

Tumors arising from neuroglia, smooth muscle, or connective tissue 
cells are composed of cells that tend to differentiate in the same way as 
the corresponding normal cells do. This may be made out even in 
rapidly growing tumors, where the differentiation is least well marked 
when the tissue is properly fixed directly after removal at operation. 
The author considers that all tumors the cells of which tend to differ- 
entiate alike in cell and intercellular substance should be included under 
one heading and treated as a definite entity in order that common char- 
acteristics may be rendered prominent. 

The second paper of the series is “On the Nature of the Cell Inclu- 
sions of Cancer,” by Ropert B. GREENOUGH (p. 137). The author has 
studied cell inclusions in 177 cases, using tissue from carcinomatous 
growths and from non-malignant lesions, including 23 cases of chronic 
cystic mastitis. The method employed was as a routine, fixation in 

nker’s fluid and staining by iron hematoxylin pongo Gi followed 
by orange G and fuchsin. his own cases and those of Nésska, Nichols, 
and Honda, writers holding views upon this subject similar to the 
author, are tabulated. In the 481 tissues from both malignant and non- 
malignant lesions cell inclusions or Plimmer’s bodies were found 217 


times. In the 23 cases of chronic cystic mastitis which the author ~ 


studied, cell inclusions were found in 16. They were found almost con- 
stantly in cancer of glandular origin, but were almost invariably absent 
in sarcoma, and do not occur in epithelioma. They were found in hyper- 
nephroma, non-cancerous lesions of the mammary gland, and occa- 
sionally in other gland epithelium in non-cancerous conditions. Various 


characteristics of the cell inclusions are discussed, and the author con- 
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cludes that their size, structure, and staining reactions are such as to 
justify the assumption that they are vacuoles in the cell protoplasm 
containing a material which is coagulated and shrunken by the use of 
tissue fixatives. He considers that the vacuoles are chiefly a phenom- 
enon of cell secretion, but are also produced by phagocytosis and by 
degenerations of the nucleus. Secretion vacuoles found in certain non- 
cancerous diseases of the mammary gland occupy a position between 
the nucleus and the lumen of the peak Inclusions in adenocarcinoma 
occupy a similar position, while in more advanced carcinoma the gland 
lumen is lost, so the secretion vacuoles cannot escape. They remain, 
therefore, within the cancer cell to undergo further increase and ultimate 
degeneration. 

ell inclusions are more numerous in slowly growing cancer, because, 
as the author thinks, the function of cell secretion is lost in progressive 
anaplasia of cancer cells. He finds no reason to interpret the appearances 
found as of parasitic origin. 

A “Study of the Effects of the Roentgen Ray upon Cancer,” by VosE 
and Howe (p. 167), constitutes the third paper. They studied 120 
cases treated by the x-ray and endeavored to use conditions as similar 
as possible with all. Besides the action of the 2-ray upon cancer, its 
effects upon the normal skin, ulcerated surfaces, and scar tissue, and 
its analgesic effect are discussed. 

They report in detail 14 cases of various kinds. These cases include 
2 of diseases of lymph nodes, 1 of tuberculosis, and 1 of Hodgkin’s dis- 
ease, where there was great reduction in the size of the lymph glands 
due, the authors believe, entirely to the counterirritation produced by 
the x-ray. The reduction of the glands was not permanent in the 
Hodgkin’s disease case. The other 12 cases include instances of both 
cutaneous and deep-seated cancer. From their histological study, the 
authors consider that cutaneous cancer treated by the x-ray undergoes 
a degeneration not peculiar to this form of treatment or distinguishable 
histologically from degeneration due to other causes. The vascular 
chan are limited to an endarteritis, but new formation of blood- 
vessels occurs if healing takes place. There is an increase in elastic 
tissue following exposure to the x-ray, and after its use mitotic forms 
are less abundant in the tissue cells. 

The authors consider this treatment limited in its value to superficial 

rowths, for destruction and exfoliation are the only means of cure. 
hey consider that the x-ray has no selective action. 

“Implantation of Tissue and its Relation to Cancer,” by Epwarp 
H. NicHots (p. 187), forms the last paper of the report. The author 
records the results of a series of implantations of tissues in 62 animals. 
Both adult and fetal tissues were implanted, and, although some 
mesenchymal tissues were made use of, the experiments were conducted 
chiefly with epithelium. The work was undertaken to discover whether 
these tissues, set free from their normal environment, would take on an 
unlimited growth and form metastases. Although in some cases the 
por Mr tissues proliferated to form tumor masses, in none was there 
unlimited metastasis. The author discusses quite thoroughly the general 
arrangements for the parasitic origin of cancer and finds in none of them 
anything conclusive in support of this hypothesis. The blastomycetic 
and the sien theory of the causation of cancer are reviewed in the 
light of the experiments of the author and others, and he finds very little 
experimental evidence for their acceptance, 
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He considers that there are a considerable number of clinical and 
experimental facts in support of the biological theories of the origin of 
malignant and benign tumors, as enunciated by Thiersch, Cohnheim, 
and Ribbert. 

From his own experiments, Nichols concludes that when certain 
types of epithelium (epidermis), both adult and fetal, are removed 
from their norma! position and implanted into another part of the same 
animal, they can maintain their “potentiality of growth,” to retain 
their own peculiar character, and produce nodules analogous to der- 
moid cysts or more complicated teratomata. Highly fferentiated 
epithelium never retained its power of growth. e “‘potentiality of 
growth” was found to be greater in fetal than in adult tissues, but in no 
case was infiltration of surrounding tissues or epithelial metastases seen. 
Certain fetal connective tissues (cartilage) were transplanted and were 
found to retain their potentiality of same 9 The transplanted fetal tissues 
were found to have a tendency to reproduce the ultimate stage of their 
development, and not that stage at which they were transplanted. 


The Agglutination of Paratyphoid Bacilli and Closely Allied Bacteria 
by the Serum of Typhoid Patients —Grinspere and Rotiy (Minch. 
med. Wochenschrijt, 1905, No. 3, p. 105) have tested the agglutinat- 
ing action of the serum from 40 cases of typhoid fever upon bacillus 
paratyphi t “a” and “‘b,” bacillus coli, bacillus enteriditis (Giart- 
ner), and bacillus botulinus. The diagnosis of typhoid fever was 
assured in 32 instances (80 per cent.) by a growth of typhoid bacilli from 
the blood during the camel 4 of fever, while in the remaining cases, the 
typical course of the disease left no doubt as to the diagnosis. In 70 per 
cent. of the cases paratyphoid bacilli, as well as typhoid bacilli, were 

lutinated, and in 35 per cent. of the cases the reaction occurred in 
hig er dilutions with paratyphoid bacilli than with the typhoid bacillus. 
The possibility of a mixed infection by the two t of bacteria can be 
practically excluded, and the authors agree with Jiirgens in considering 
the phenomenon as a group agglutination. 

In 12 out of 22 cases (55 per cent.) bacillus coli was agglutinated, 
usually in low dilutions, but since Pfaundler has already shown that 
bacillus coli may react with the serum of normal individuals, the authors 
do not consider that their results with this organism are of great signifi- 
cance. 

Agglutination was quite constant with bacillus enteriditis, but took 
place only three times with bacillus botulinus. As a result of these 
investigations the authors conclude that the Gruber-Widal reaction 
is not a highly specific phenomenon, since, under certain conditions, 
the serum of typhoid fever patients may agglutinate bacilli nearly 
related to bacillus typhosus, even in higher dilutions than the typhoid 
bacillus itself. 
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